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 Wellness tourism as a subsector is differentiated in terms of the pursuit and 
enhancement of wellbeing.  Wellness itself is defined as holistic wellbeing and optimal 
psychological states.  Enhanced wellbeing is cited as the motivation and outcome of 
travel and in terms of dedicated infrastructure, services, and amenities at destinations.  
Yet enhanced wellbeing following a wellness vacation is typically assumed rather than 
assessed.   
While tourism studies have focused on wellbeing as the outcome of leisure travel, 
a theoretical framework that might be adapted to assess wellbeing following a stay at a 
wellness facility was not apparent.  The majority of tourism studies used quality-of-life 
indicators with broad categories such as work, family, or leisure satisfaction to measure 
aggregate changes pre and post vacation.  Elements or conditions of the vacations 
themselves were not typically considered.   
 This dissertation considered wellbeing as the outcome of a stay at a wellness 
facility based on Self-Determination Theory (SDT).  Applied SDT studies have 
demonstrated direct precursors to psychological wellbeing as well as a link between 
wellbeing and program design in the context of health behavior change and educational 
settings.  
Applicability of SDT in the context of a wellness facility was determined through 
site visits, interviews with management staff, and two focus group sessions.  Wellbeing 
was then measured in pre and post wellness vacation survey studies.  Two structural 
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equation models were also estimated based on SDT constructs namely: autonomy 
support, mindfulness, autonomous self-regulation, competence and relatedness.  Models 
were tested separately for focal points of the program, namely diet and exercise.  
Study results suggest that a wellness facility significantly impacts wellbeing, 
especially enhanced vitality and positive affect.  Precursors to enhanced psychological 
wellbeing in the context of the wellness facility were all significant.  Although autonomy 
support did not appear to have a bearing on autonomous self-regulation as proposed in 
theory, it did have a direct impact on wellbeing.  Autonomous self-regulation and 
competence demonstrated a strong association, consistent with prior studies.  
Mindfulness had a strong impact on competence with respect to diet and on autonomous 
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1.1 BACKGROUND TO THE RESEARCH 
The wellness tourism industry in the United States of America (US) is a large 
market (Global Wellness Institute, 2013).   The US ranks first in revenue generation and 
second only to Europe in terms of overall volume, accounting for 141.4 million trips in 
2012 and an estimated $167 billion in revenue according to the latest published figures  
(Global Wellness Institute, 2013). Wellness tourism in the US is often a hybrid that 
combines Eastern and Western traditions such as yoga and spa treatments, with scientific 
(e.g. counseling) and spiritual (e.g. meditation) support for psychological well-being 
along with holistic approaches to physical health, including dietetics (Gustavo, 2010).   
The rising popularity of wellness destinations was evident from the 1990s 
onwards (Erfurt-Cooper & Cooper, 2009).  However, travel to enhance personal 
wellbeing as well as holistic and preventative approaches to health have far longer 
histories (Erfurt-Cooper & Cooper, 2009).  Spas, broadly defined as facilities that offered 
physical rejuvenation and the curative effects using water-based treatments, date from the 
heyday of the Greek and Roman Empires, possibly back to the time of Cleopatra (Erfurt-
Cooper & Cooper, 2009; Georgiev & Vasileva, 2010).  Natural remedies and spiritual 
practices such as Ayurveda and yoga are rooted in Eastern traditions, particularly in 
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ancient India (Global Wellness Institute, 2013; Suresh, Ganesan, & Ravichandran, 
2007).   
Academic interest in a link between enhanced wellbeing and tourism in general 
was evident from the 1970s (Dann, 2012; Xiao, Jafari, Cloke & Tribe, 2013).   Research 
studies emerged in the wake of mass tourism’s rise as a global and economic 
phenomenon, and a focus on quality-of-life related issues followed increased scrutiny of 
tourism as a whole (Dann, 2012; Xiao et al., 2013).  Weaver (2012) observes that today 
academic “engagement with tourism-related phenomena has an explicit or at least 
implicit concern with quality-of-life outcomes, both for the destination residents and the 
tourists themselves” (p. 389).   Empirical research has also largely validated a link 
between vacations and enhanced wellbeing (Chen & Petrick, 2013; Dann, 
2012).  Nonetheless, a noted lack of strong theoretical foundations has hampered this line 
of inquiry (Chen & Petrick, 2013; Dann, 2012). 
The current study on enhanced wellbeing following a stay at a wellness facility 
thus builds upon a growing body of wellness tourism literature as well as prior research 
on wellbeing as the outcome of travel. Wellness tourism itself brings together wellness as 
defined in a contemporary context with a long history of travel to destinations that 
promote wellbeing (Erfurt-Cooper & Cooper, 2009).   In contemporary usage, wellness 
and wellbeing are conceptually allied and academic interest in travel to promote quality-
of-life (or wellbeing) has been demonstrated, yet these lines of inquiry have found little 
overlap in tourism studies.  The exploration of relationships between wellness tourism 
and wellbeing thus calls for “a focus on positive, subjective and psychological aspects of 
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wellbeing” to broaden our understanding of wellness tourism both as an industry and an 
area of academic inquiry (Voigt, 2013, p. 20).   
In the current study, Self-Determination Theory (SDT) was used to measure 
wellbeing as the outcome of a wellness vacation.  Through an iterative process of 
empirical research and theoretical development, SDT provides a well-validated and 
comprehensive framework for assessing the conditions under which subjective wellbeing 
may be supported at a wellness destination (Van den Broeck, Vansteenkiste & De Witte, 
2008).  In line with Positive Psychology, SDT defines individuals as inherently growth 
oriented and inclined to full expression of latent potential, thus resonating with 
conceptions of wellbeing as described in the wellness tourism literature (Bertsch & 
Ostermann, 2011; Deci & Ryan, 2000; Dunn, 1959; Miller & Foster, 2010).   Central 
tenets include intrinsic motivation and universal needs which, under the right conditions, 
also significantly contribute to enhanced psychological wellbeing (Deci & Ryan, 2000).   
1.2 STATEMENT OF THE RESEARCH PROBLEM 
Smith and Kelly (2006) noted that wellness tourism implies “some deliberate 
contribution….to psychological, spiritual or emotional wellbeing in addition to physical” 
(p. 2).  The purpose of the current study was to determine the manner and extent to which 
a wellness facility (destination spa / lifestyle retreat) contributes to enhanced 
psychological wellbeing.  In particular, the study considered characteristics of a wellness 
facility that are uniquely beneficial, that is, beyond those benefits associated with 
vacations or individual engagement in leisure activities that also promote psychological 
wellbeing.   
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Study questions were posed as follows:   
 Is enhanced psychological wellbeing the outcome of a wellness vacation? 
 Does program design at a wellness facility contribute to psychological 
wellbeing? 
 Do activities (e.g. mindfulness, diet and exercise training) at a wellness 
facility contribute to enhanced psychological wellbeing? 
 Do relations at a wellness facility contribute to psychological wellbeing? 
1.3 JUSTIFICATION FOR THE RESEARCH 
Focused explicitly on wellbeing as the purpose and outcome of travel, wellness 
tourism is a rapidly growing subsector of the global tourism industry, (Bushell & 
Sheldon, 2009; Mueller & Lanz Kaufmann, 2001; Smith & Kelly, 2006; Smith & 
Puczko, 2009; Voigt, Brown & Howat, 2011).   Smith and Kelly (2006), for example, 
distinguish wellness tourism which involves purposeful efforts to enhance wellbeing 
from leisure travel that is primarily undertaken for alternative reasons (e.g. escapism) or 
which includes more passive contributions to subjective wellbeing (e.g. a relaxing beach 
vacation).   Despite this emphasis on enhanced wellbeing as a categorical distinction 
between wellness and leisure travel, a concomitant concern with identifying or measuring 
psychological benefits attributable to wellness facility has not been demonstrated.   
In tourism studies more generally, Dolnicar, Yanamandram and Cliff (2012) 
noted that it remains unclear whether aspects of travel or leisure enhance wellbeing, or 
indeed if there are other distinguishing criteria attributed to vacations that contribute to 
quality-of-life outcomes.  In a similar vein, prior studies listing psychological benefits 
associated with wellness tourism demonstrate overlap rather than distinguish between 
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benefits associated with travel and leisure.  Stress reduction, a salient motivation 
associated with taking a wellness vacation (Chen, Prebensen & Huan, 2008; Kelly, 2012; 
Little, 2013; Mak, Wong & Chang, 2009), is also attributed by Strauss-Blasche et al. 
(2002) to time away from work and in that context is a significant benefit associated with 
vacations.  Likewise, leisure studies have demonstrated that levels of engagement and 
satisfaction with recreational pursuits have a direct and significant impact on stress 
reduction (Iwasaki, Zuzanek, and Mannell 2001; Kouvonen, Vahtera, Oksanen, Pentti, 
Väänänen, Heponiemi & Kivimäki, 2013; Lin, Wong & Ho, 2013; McCabe & Johnson, 
2013).   
In order to clarify the role of a wellness destination, the current study proposed 
and tested a theoretical framework to evaluate conditions as well as measure wellbeing as 
the outcome of a stay at a wellness facility.  Using Self-Determination Theory (SDT) as a 
framework (see Chapter 5, “Self-Determination Theory”) two theoretical models were 
hypothesized (see Chapter 7, “Quantitative Study”).  In each model, predictor variables to 
define the external or ambient conditions needed to support basic need fulfillment, and by 
extension wellbeing were proposed as positive and significant contributors in the context 
of a wellness facility. Wellness guests were then surveyed and models were tested with 
respect to constructs reflecting areas of focus at the wellness center, namely diet and 
exercise.  
1.4 ASSUMPTIONS IN THE RESEARCH 
The research includes the assumption that changes in psychological wellbeing 
over the course of a stay at a wellness facility are measurable and attributable only to 
theoretical constructs defined within Self-Determination Theory.  Also, the study 
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assumptions include that both the wellness destination chosen for data collection as well 
as the guests who participated are representative of wellness facilities at large.  
1.5 LIMITATIONS OF THE RESEARCH 
Study limitations include the single venue used for data collection where 
alternative venues might have offered more varied perspectives from guests.  The single 
venue also did not allow for comparisons across destinations to highlight advantages and 
disadvantages of associated characteristics.  Albeit a hybrid and representative type 
within the US, cost and time constraints also limited data collection to one particular type 
of wellness destination even though a range of facilities fall under the wellness tourism 
umbrella.  The study also focuses on the history of travel as an Anglo-American 
phenomenon, and considers the nature and development of the wellness tourism industry 
only in a US context.  Contributions to the global industry as well as significant 
contemporary growth of wellness tourism within South East and East Asian countries are 
nonetheless acknowledged.  Finally, a limitation includes the potential for social 
desirability bias as focus group sessions and survey collection were conducted on-site.   
1.6 STRUCTURE OF THE DISSERTATION 
 The dissertation is structured to provide an overview of topics relevant to the area 
of inquiry, namely enhanced wellbeing as the outcome of wellness travel, as well as 
presentation of the theoretical framework and its application in the current study.     
In order, study chapters include a brief introduction to the concepts of wellness 
and wellbeing and the means by which psychological wellbeing as a facet of wellness is 
typically measured (Chapter 2).  This is followed by an overview of wellness tourism, 
including definitions and a brief description of the wellness tourism industry, related 
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forms, facilities and tourists (Chapter 3).  Next, the relationship between travel and 
wellbeing is explored, including the manner in which wellbeing has been framed in prior 
tourism studies (Chapter 4).  Given the lack of conceptual clarity noted in tourism studies 
an alternative theoretical framework, Self-Determination Theory (SDT), is introduced 
(Chapter 5).  Using SDT as a framework, qualitative and quantitative studies were 
undertaken at a wellness facility, an overview and the results of which are described in 
Chapters 6 and 7 respectively.  Finally, the discussion, conclusion and implications of the 
study as a whole are presented in Chapter 8.   
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CHAPTER 2 
WELLNESS AND WELLBEING 
2.1 THE WELLNESS MARKET 
Described as a 21st century megatrend, wellness is an estimated  $2.8 trillion 
market worldwide with products and services that include dietetics, healthful and 
psychologically enhancing products and spiritually based practices(Andrews, 2014; 
Bertsch & Ostermann, 2011; Dustin, Bricker, & Schwab, 2009; Moscardo, 2011; Smith 
& Kelly, 2006; Kelly, 2010).  A market sector identified in the US as Lifestyles of Health 
and Sustainability (LOHAS) includes goods and services which promote health, personal 
development, and sustainability and was recently valued domestically at an estimated 
$290 billion annually (http://www.lohas.com/). 
The wellness market incorporates, for example, yoga, organic foods, eco-friendly 
or environmentally and socially sustainable products, mindful awareness techniques, 
alternative healing, and health and wellness products and therapies (Bertsch and 
Ostermann, 2011; Dustin, Bricker, & Schwab, 2009; Mangla, 2015; Moscardo, 2011; 
Nunes, 2015; Smith & Kelly, 2006; Kelly, 2010). 
In light of the term’s association with consumer markets,  Hjalager, Konu, 
Huijbens, Björk, Flagestad, Nordin & Tuohino (2011) suggest that wellness may be 
distinguished from wellbeing in that the former refers to “concrete product and service 
offerings whereas wellbeing constitutes a state of mind” (p. 10).  In fact, the term 
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wellness is more complex and multifaceted and as defined and described in terms 
of its historical evolution in the next subsection.   The closely allied concept, wellbeing, 
is also considered along with its relevance for understanding and measuring an important 
aspect of wellness, that is, as a psychological state. 
2.2 WHAT IS WELLNESS? 
The etymology of the term wellness can be traced to European sources from the 
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th century (Erfurt-Cooper & Cooper, 2009).  Holistic views on health, which are central 
to the concept of wellness, are even older and can be found in early Egyptian and 
Babylonian texts (Bergoldt, 2008).  A resurgence in contemporary usage, however, is 
attributed to a 1959 publication by American Doctor Halbert Dunn in which he described 
wellness as a multifaceted or “complex state”  (Dunn, 1959, p. 786).   In the decades 
following Dunn’s exposition, additional efforts were made to articulate wellness as a 
multi-faceted concept (Ardell, 1977; Myers & Sweeney, 2004).  Social and political 
trends have also played a role with increasing concern for personal wellbeing.  Michalko 
and Ratz (2010) noted, for example, that in the latter part of the 20
th
 century, political and 
academic interest in quality-of-life issues came to the fore with growing recognition of 
the social and economic implications of a maladjusted citizenry.   
In his paper entitled High-level Wellness for Man and Society, Dunn (1959) 
described wellness as a holistic approach that includes alternative and preventative 
measures to promote wellbeing.   An emphasis on holistic wellbeing as well as the 
promotion of health and wellbeing is also a primary connotation ascribed to wellness in 
tourism related studies (Bushell & Sheldon, 2009; Georgiev & Vasileva, 2010; Kelly, 
2012; Miller & Foster, 2010; Mueller & Lanz Kaufmann, 2001; Smith & Kelly, 2006; 
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Voigt et al., 2011).  These and other associations with the term as it is used in the 
wellness tourism literature are described below.  
A fundamental distinction for defining wellness tourism as a subsector is that the 
term wellness refers not to the absence of disease but a state antithetical to it.  This 
distinction was first noted by the World Health Organization (WHO) in 1946 (Dunn, 
1959). In the Preamble to the Constitution of the World Health Organization (WHO), 
health is described as “complete physical, mental and social well-being, not merely….the 
absence of disease or infirmity” (Grad, 2002, p. 981).  For its time, this distinction 
represented a seismic shift in emphasis from health care with a focus on the treatment of 
acute or chronic disease to a more “health oriented” perspective (Dunn, 1959, p. 
786).  The wellness tourism industry, geared towards the promotion of wellbeing, also 
reflects this perspective and is distinct from the closely related subsector, medical 
tourism  (see Section 3.3.2 Medical Tourism), where the latter includes traditional forms 
of health care and curative or invasive treatments. 
In his exposition, Dunn (1959) decried a cleavage between the spiritual and 
physical dimensions of individuals in traditional Western medicine.  Such an approach 
contrasts with many Eastern and ancient practices.  Health conceived as the interplay 
between spirit, soul, and body was evident, for example, in the earliest Egyptian and 
Babylonian texts where it was associated with divine providence (Bergoldt, 2008).  This 
view also contrasts with more contemporary and alternative approaches to wellbeing 
reflected in wellness models and wellness as described in the tourism literature.   
In the US, early influences on the idea of wellness included religious movements 
such as Christian Science and the later emergence of New Age spirituality, both of which 
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placed a renewed emphasis on the interplay between body, mind, and spirit (Miller, 
2005).   Consistent with these views, spirituality as a core component of wellness is 
reflected in conceptual models. The Wheel of Wellness, for example, was introduced in 
the early 1990s (Myers & Sweeney, 2004).   Intended as a holistic counseling tool and 
now widely cited, the model depicts spirituality as a core criteria encircled by twelve 
facets of psychological and physical wellbeing: (1) sense of worth, (2) sense of control, 
(3) realistic beliefs, (4) emotional awareness and coping, (5) problem solving and 
creativity, (6) sense of humor, (7) nutrition, (8) exercise, (9) self-care, (10) stress 
management, (11) gender identity, and (12) cultural identity (Myers & Sweeney, 
2004).  Spirituality is remains a facet of the wellness industry and is encouraged, for 
example, through meditation practices (Smith & Kelly, 2006; Voigt et al., 2011).  It is 
associated in particular, however, with retreats (see Section 3.6.2 Retreats) a type of 
wellness facility that falls under this subsector’s umbrella (Kelly, 2010; Lebe, 2006)  
In the 1970s, the wellness movement in the US incorporated an emphasis on 
active, healthy lifestyles, and by extension the role of the individual in health 
maintenance (Miller, 2005).  Influential within the wellness movement, the author of 
High Level Wellness, Donald B. Ardell (1977) created a wellness model with self-
responsibility at center, encircled by nutritional awareness, physical fitness, stress 
management, and environmental sensitivity.  In the wellness tourism literature, Mueller 
and Lanz Kauffman’s (2001) own model reflects this emphasis with self-responsibility 
encircled by mind, body, health and relaxation, and an outer ring with social contacts and 
environmental sensitivity.   In the 1980s and 1990s, the dramatic rise in so-called 
healthism in the US was fueled by public policies that underscored individual 
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responsibility and healthy lifestyle choices; at this time a surge in self-help literature, 
health and fitness centers, and nature-based products found parallel expression in popular 
culture (Schuster, Dobson, Jauregui, Blanks, 2004).   
Although the size and scope of the wellness consumer market today is historically 
unparalleled, many alternative and preventive health products and services are rooted in 
ancient cultures.  In a European context, naturopathy, for example, was first associated 
with the pre-Socractic philosophers and later advanced by the Stoics whose mantra 
“secundum  naturam  vivere” (to live according to nature) held sway for thousands of 
years (Bergdolt, 2008, p. 258).  The influence of traditional or indigenous knowledge is 
often celebrated and may be included with definitions or descriptions of the wellness 
tourism industry in marketing material as well as the tourism literature (Sheldon & 
Bushell, 2009).   
2.3 WHAT IS WELLBEING? 
Wellbeing has been described in a variety of ways including self-actualization, 
self-esteem, autonomy, or “optimal psychological experience and functioning” (Deci & 
Ryan, 2008. p. 1).  In essence, and as an area of inquiry it also has strong associations 
with the term wellness.  The idea of “peak wellness” or optimal functioning was 
described in Dunn’s (1961) book as “an integrated method of functioning which is 
oriented toward maximizing the potential of which the individual is capable” (p. 4).  In 
this way, Dunn underscored optimal functioning as a complement of wellness and by 
extension, the close association between the concepts wellness and wellbeing. Whereas 
wellness encompasses mind, body and spirit, however, as Smith and Kelly (2006) note 
wellbeing primarily reflects a psychological state.    
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As an area of inquiry, wellbeing became the subject of vigorous study in the latter 
part of the 20th century (Deci & Ryan, 2000).  Following World War II, a shift similar to 
changing views on physical health was evidenced in the discipline of psychology (Nesse, 
2005).  Whereas health was redefined as an optimal state rather than the absence of 
disease (see Section 2.1 What is wellness?), in psychology concern for the underlying 
causes of suffering, along with research into pathology, abnormal brain functioning and 
correlates of unhappiness and dysfunction, was augmented if not replaced by growing 
interest in the origins and environments that support positive states (Nesse, 2005).   
Ryff and Keyes (1995) indicated that theoretical development on positive 
functioning was notable in fields such as developmental psychology, where it was studied 
across lifecycles, or clinical psychology, where characteristics of a fully functioning 
individual were germane.  The topic was also treated, but to a lesser extent, in the area of 
mental health (Ryff & Keyes, 1995).  Towards the close of the 20
th century, however, 
mainstream psychology and a focus on “repairing damage within a disease model of 
human functioning,” was broadened to include concern for “the fulfilled individual and 
the thriving community” (Seligman & Csikszentmihalyi, 2000, p. 5).   
Editors of a special issue of the American Psychologist published in 2000, 
Seligman and Csikszentmihalyi are credited with sparking interest in Positive Psychology 
highlighting as they did a historical overemphasis on mental illness (Voigt, Howat & 
Brown, 2010).  Positive Psychology itself is rooted in humanistic traditions such as the 
groundbreaking work of Abraham Maslow (Ivtzan, 2008; Kasser & Ryan, 
1993).   Maslow’s hierarchy of needs, for example, describes the peak of human 
experience as self-actualization which is conceptually defined as “the expression and 
14 
realization of the true self” (Ryan, 1995, p. 415).  It is also associated with internal 
coherence or the extent to which an individual is fully integrated (Ryan, 1995).  In such a 
schema “wellbeing (is) conceived of as healthy, congruent and vital functioning” (Ryan 
& Deci, 2001, p. 147).  Importantly in the context of the current study, self-actualization 
is facilitated in contexts or environments that foster basic need fulfillment Ryan (1995).   
Although the concept of universal human needs has not always been in favor, 
need satisfaction gained renewed interest not least because of a more recent emphasis on 
subjective wellbeing and positive states (Ivtzan, 2008; Tay & Diener, 2011).  Self-
Determination Theory (SDT), included under the Positive Psychology umbrella, is 
likewise premised on the satisfaction of fundamental human needs and provides the 
theoretical framework of the current study (Vansteenkiste, Niemiec & Soenens, 2010).   
Finally, wellbeing is also described as subjective to the extent that perceptions 
and associated indicators are self-assessments of internal psychological states (Deci & 
Ryan, 2008).  As a research construct it has typically been measured in terms of 
subjective feeling or life satisfaction (Deci & Ryan, 2008).  In the first instance, 
Bradburn’s (1969) seminal work on affective or emotional aspects of wellbeing, along 
with his scale measuring positive and negative affect, proved widely influential (Deci & 
Ryan, 2000; Ryff & Keyes, 1995).  Life satisfaction is a cognitive assessment of 
wellbeing most often associated with Diener’s (1984) Satisfaction with Life Scale and 
measured at the global level (Ryff & Keyes, 1995).  These two scales have also been used 
in a number of leisure and tourism studies (See the Table 2.1: Tourism and Leisure 
Studies and Measuring Subjective Wellbeing for examples).  Research employing these 
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measures has been described as data driven, however, and lacking in theoretical 
underpinnings (Ryff & Keyes, 1995).    
Table 2.1: Tourism and leisure studies measuring subjective well-being (SWB) 
 
SWB indicators Indicator Authors 
Tourism Study 
Authors 
Satisfaction with Life  
Scale 
Diener, Emmons, Larsen & 
Griffin, 1985 
Chen, Lehto, & Cai, 
2013 
Satisfaction With Life 
Scale 
Diener, Emmons, Larsen, & 
Griffin, 1985 
Mcabe & Johnson, 2013 
Satisfaction with Life 
Scale 
Diener, Emmons, Larsen, & 
Griffin 
Byunggook, Youngkhill, 
& Sanghee, 2010 
Satisfaction With Life 
Scale 
Diener, Emmons, Larsen & 
Griffin, 1985 
Gilbert & Abdullah, 
2004 
Satisfaction With Life 
Scale 
Diener, 1984 
Ábrahám, Velenczei, & 
Szabo, 2012 
Satisfaction With Life 
Scale 
Diener, Emmons, Larsen, & 
Griffin, 1985 
Frode, Jostein, & Pål, 
2011 




Watson and Clark, 1999 




Stenseng, Rise & Kraft, 
2012 
PANAS-X Watson & Clark, 1999 
Stenseng, Rise & Kraft, 
2012 
PANAS-X  Watson & Clark, 1999 
Frode, Jostein, & Pål, 
2011 
PANAS 
Watson, Clark & Tellegen, 
1988 
Gagne, Ryan, & 
Bargmann, 2003 
PANAS New Economics Foundation Mcabe & Johnson, 2013 
Affectometer 2 (PANAS) Kammann & Flett, 1983 
Gilbert & Abdullah, 
2004 
Affectometer 2 (PANAS) Kammann & Flett, 1983 
Chen, Lehto, & Cai, 
2013 
Psychological Wellbeing Ryff, 1989 Ma, Tan, & Ma, 2012 
Subjective vitality Ryan & Frederick, 1997 




Andrews & Withey, 1976 
Chen, Lehto, & Cai, 
2013 
Delighted-Terrible Scale Andrews and Withey, 1976 




Lyubomirsky & Lepper, 1999 




2.4 CHAPTER SUMMARY 
This chapter considered the concepts wellness and wellbeing, both of which are 
crucial to understanding the wellness tourism subsector (see Chapter 3 “Wellness 
Tourism”), how wellbeing has been treated in the tourism literature, as well as the 
manner in which these concepts are treated in the current study.   
Numerous influences on wellness as a multifaceted concept are apparent.  The 
1946 WHO definition set the international stage for alternative conceptions to health and 
is still widely referenced today (Mueller & Kauffman, 2001).  Dunn elaborated upon the 
WHO definition in his description of wellness, including holistic integration towards so-
called “peak wellness” or optimal functioning (Dunn, 1959, p. 787).   Religious 
movements in the US brought a renewed emphasis on spirituality to bear on the wellness 
concept (Miller, 2005).  A high degree of self-responsibility was also emphasized and is 
reflected in wider markets which promote alternative health, and wellness products and 
services (Bertsch & Ostermann, 2011; Moscardo, 2011; Mueller & Kaufmann, 2001; 
Schuster et al., 2004; Voigt et al. 2011).   
Where wellness is a holistic concept, wellbeing refers to a subjective mental state 
and one that has typically been assessed in applied psychology using cognitive or 
affective measurement scales (Ryff & Keyes, 1995).  The field of Positive Psychology, 
including theories such as SDT, has more recently proved fertile ground in terms of 
theoretical developments for the articulation of criteria or external conditions that 
enhance psychological wellbeing such as psychological need fulfillment (Deci & Ryan, 
2000; Ivtzan, 2008; Tay & Diener, 2011).   
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In the following two chapters, wellness tourism as a subset of the wellness market 
is considered in-depth as well as how wellbeing has typically been framed in tourism 
studies.  The argument is made that a strong theoretical framework, such as the one 
presented by SDT and hitherto lacking in the tourism literature, is needed for measuring 




3.1 THE WELLNESS TOURISM MARKET 
Globally, the annual wellness tourism market is an estimated $494 billion industry 
(Andrews, 2014).  This market is substantially larger than the closely associated medical 
tourism subsector; for purposes of comparison, the wellness market in 2012 was an 
estimated $439 billion industry compared with medical tourism at an estimated $50-$60 
billion over the same time period (Global Wellness Institute, 2013).   
The wellness tourism industry within the US is also substantial (Global Wellness 
Institute, 2013).   Accounting for 141.4 million trips in 2012 and an estimated $167 
billion in expenditures, it ranks first in terms of revenue generation and second only to 
Europe in terms of overall volume (Global Wellness Institute, 2013).   A noteworthy 
characteristic of the North American market, however, is that domestic tourism accounts 
for the vast majority (94%) of wellness trips (Global Wellness Institute, 2013).   
3.2 WHAT IS FUELING THE WELLNESS TOURISM MARKET? 
Growth of the wellness tourism market is attributed to numerous (and in some 
instances contradictory) causes.  Where these reflect changing societal attitudes towards 
health and wellness, causes may be associated with the global wellness market overall 
(Puczo, 2010).  In terms of physical wellbeing, wide-spread interest in alternative 
wellness has been attributed to rising healthcare costs as well as growing skepticism 
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towards orthodox medical principles and institutions (Voigt et al., 2011).  Alternatively, 
Smith and Kelly (2006) pinpoint progress in mainstream medical science rather than 
skepticism towards it as the impetus behind market trends.   
The growth of the wellness tourism market may also reflect psychological needs, 
or more optimistically, widespread interest in personal development.  Trends may suggest 
a need for relatedness and meaning where the dissolution of traditional communities and 
religious institutions have been replaced by less connected, more stressful lifestyles; 
alternatively, spiritual aspirations or a desire to achieve an integrated-self may be key 
(Heintzman, 2010; Myers & Sweeney, 2004; Smith & Kelly, 2006; Voigt et al., 
2011).  Smith and Puczko (2009), for example, describe wellness tourism in terms of an 
improved relationship with the ‘self’ and by extension, with others and the environment 
at large.   
3.3 WELLNESS TOURISM STUDY DEFINITION 
In the wellness tourism literature, a widely accepted definition remains elusive 
(Bertsch & Ostermann, 2011).  The most frequently cited definition, in whole or in part, 
was proposed by Mueller and Kauffman’s (2001).   As this definition demonstrates (See 
Table 3.1 Wellness tourism study definitions), an all-inclusive rather than concise 
description is often rendered.  To an extent, this may reflect complexities inherent in the 
wellness concept (see Section 2.1 What is Wellness?) as well as the industry itself.    
Definitions that, by contrast, are more simplistic may lack sufficient 
specificity.  Chen et al.’s (2008) definition, for example, describes wellness tourism, as “a 
phenomenon to enhance personal wellbeing for those traveling to destinations which 
deliver services and experiences to rejuvenate the body, mind, and spirit of the 
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participants” which applies equally well to a variety of tourist motivations, as well as 
nature-based and leisure activities at destinations. 
The wellness tourism industry also brings together a diverse range of products and 
services as well as formative and regional influences (Kelly, 2010; Kelly, 2012; Mintel, 
2007; Miller & Foster, 2010; Bushell & Sheldon, 2009).  Indigenous knowledge, for 
example, is included with some wellness definitions as preventative treatment, leading to 
natural remedies regaining appeal, as evidenced in wider health and wellness markets 
(Bushell &Sheldon, 2009).   
In the current study, wellness tourism is defined as: “The sum of all the 
relationships resulting from a journey by people whose motive, in whole or in part, is to 
maintain or promote their health and wellbeing, and who stay at least one night at a 
facility that is specifically designed to enable and enhance physical, psychological, 














Wellness tourism is the sum of all the relationships and phenomena resulting from 
a journey and residence by people whose main motive is to preserve or promote 
their health. They stay in a specialised hotel which provides the appropriate 
professional know-how and individual care. They require a comprehensive service 
package comprising physical fitness/beauty care, healthy nutrition/ diet, 
relaxation/meditation and mental activity/education. 
Chen, Chang & Wu, 2013; 
Chen, Liu & Chang, 2013; 
Georgiev & Vasileva, 
2010; Heung & Kucukusta, 
2013; Kucukusta & Heung, 
2012; Mair, 2005; Olimpia, 
2009; Suresh et al., 2007 
Bushell & 
Sheldon, 2009 
A holistic mode of travel that integrates a quest for physical health, beauty, or 
longevity, and/or a heightening of consciousness or spiritual awareness, and a 
connection with community, nature, or the divine mystery. 
Joppe, 2010; Kucukusta & 





Travel for the purpose of health in one or more of the six wellness dimensions: 
physical, social, intellectual, emotional, psychological, and spiritual. 
 
Wray, Laing 
& Voigt, 2010 
Wellness tourism encompasses a positive and holistic understanding of health that 
incorporates physical, psychological, social and spiritual experiences undertaken 
by tourists whose primary motive is to maintain or improve their health and 




The organized travel outside one’s local environment for the maintenance, 
enhancement or restoration of an individual’s wellbeing in mind and body. 




A phenomenon to enhance personal wellbeing for those traveling to destinations 
which deliver services and experiences to rejuvenate the body, mind, and spirit. 
 
Voigt, Brown 
&  Howat, 
2011 
The sum of all the relationships resulting from a journey by people whose motive, 
in whole or in part, is to maintain or promote their health and well-being, and who 
stay at least one night at a facility that is specifically designed to enable and 
enhance people’s physical, psychological, spiritual and/or social well-being. 
 




3.4 RELATED FORMS OF TOURISM AND REGIONAL VARIATIONS 
Three subsectors, namely health, medical and wellbeing tourism are closely 
associated with but ultimately distinct from wellness tourism.   
3.4.1 Health Tourism 
Health tourism is defined simply as ‘‘the provision of health facilities utilizing the 
natural resources of the country, in particular mineral water and climate’’ (Hall, 2011, p. 
5).  Used more widely in Europe than the US, the term implies a broad spectrum of 
destination products and services that incorporates both medical and wellness tourism 
subsectors (Hall, 2011; Mueller & Kaufmann, 2001).  In Europe, for example, spas have 
a long association with therapeutic treatments (see Section 3.8.1 Spas), but this historical 
overlap is not apparent in a US context where spas are almost exclusively associated with 
‘pampering’ services (Lebe, 2006). 
3.4.2 Medical Tourism 
Medical tourism is defined as, “the process of traveling to another country to 
receive medical, dental, and surgical care” and “contemporary travel for the primary 
purpose of obtaining indicated or elective dental or biomedical services” (Hudson & Li, 
2012, p. 229).  In some instances, however, medical tourism is described as a subset of 
health tourism or as “the organized travel outside one’s local environment for the 
maintenance, enhancement or restoration of the individual’s wellbeing in mind and body” 
(Pocock & Phua, 2011).  Such definitions nonetheless are used in the context of 
traditional health care systems and do not imply alternative and purely preventive 




fundamental association with preventative and holistic approaches to wellbeing, as 
distinct from traditional treatments or medical tourism (Erfurt-Cooper & Cooper, 2009).   
3.4.3 Wellbeing Tourism 
A subsector associated with Nordic countries, wellbeing tourism is defined as 
travel “where the main travelling motive is promotion and maintenance of one’s own 
health aiming to highlight holistic wellness which includes wellbeing of body, mind and 
soul” (Konu & Laukkanen, 2009, p. 2).  As a direct appropriation of the concept 
“wellbeing”, distinctions between wellness and wellbeing tourism have thus been 
described as more linguistic than substantial (Hjalager et al., 2011).  Nonetheless, 
regional distinctions such as an emphasis on external environments, outdoor activities 
and immersion in nature are pronounced characteristics of wellbeing tourism (Hjalager & 
Flagestad, 2012).  This is also implicit in descriptions of wellbeing in the literature as “an 
individual issue, but…manifest only in congruence with the well-being of the 
surrounding environment and community” (Hjalager & Flagestad, 2012; p. 726).   
3.5 WELLNESS DESTINATION SUBSECTORS  
While destinations may be grouped in a variety of ways, a concise framework is 
proposed by Voigt et al. (2011) and corresponds with three dominant subsectors.  In 
Voigt et al.’s (2011) study, Stebbin’s spectrum of leisure activities that range from casual 
(hedonistic) to serious (eudemonic) pursuits, was used to characterize wellness tourist 
motivations as: (1) beauty spa visitors (casual/hedonic), lifestyle retreat visitors (a 
combination of hedonic/eudaimonic) and spiritual retreat visitors 




spas (2) health resorts or lifestyle retreats, and (3) ashrams or spiritual retreats (Global 
Wellness Institute, 2013). 
3.5.1 Spas  
The term spa in a US context is widely used and associated almost exclusively 
with pampering services that do not necessarily include water-based treatments (Joppe, 
2010).  The term, however, is attributed originally to a town in Belgium with that name, 
and one long renowned for hot springs, or to the Latin acronym salus per aqua (health 
through water) (Mak et al., 2009).  Spas were also historically a uniquely European 
phenomenon that referred, in the broadest sense, to a facility designed to produce curative 
effects for the body using water-based procedures (Charlier & Chaineux, 2009; Georgiev 
& Vasileva, 2010).  In the US today, the term is not associated with water treatments 
although it does have distinct connotations;  either it is considered somewhat archaic or 
slightly pejorative where ‘pampering’ is a less elevated pursuit than psychological or 
spiritual enrichments suggested by lifestyle or spiritual retreats (Joppe, 2010).   
Spas are among the most diverse segment of the wellness tourism industry, 
reflecting both the vested interests of organizations like International Spa Association 
(ISPA) as well as regional and historical distinctions.   ISPA offers a broad definition of 
spas as venues that are devoted to wellbeing which is supported through a range of 
professional services that enhance mental, physical and spiritual renewal 
(http://www.experienceispa.com/).  In their description ISPA thus more generally aligns 
with, rather than distinguishes spas from, wellness destinations.   ISPA further recognizes 
a wide variety of subcategories including club spas, day spas, destination spas, medical 




medical procedures which are not typically considered wellness destinations or services 
(http://www.experienceispa.com/). 
3.5.2 Retreats 
Retreats, a second category of wellness destination, like spas, have particular 
historical precursors.  Originally the term referred to settings where devotees would 
withdraw from the world in order to practice or deepen their faith, or where activities 
were orchestrated by a particular religious sect (Kelly, 210; Suresh and Ganesan, 
2011).  Today, however, the term no longer implies adherence to a particular religious 
group or doctrine.  Spiritual retreats like the Indian ashram, for example, which has 
ancient roots in Hinduism, are catering to a growing number of Western tourists for the 
purpose of enhanced spiritual wellbeing (Suresh & Ravichandran, 2011).  
In a contemporary context, Kelly (2010) defines a retreat as “a place for quiet 
reflection and rejuvenation, an opportunity to regain good health, and/or…a time for 
spiritual reassessment and renewal, either alone, in silence, or in a group” (p. 109).   
In so much as the term retains an association with a place of refuge or “removing oneself 
from society in order to recuperate or repair” natural settings are often the arena in which 
this recuperation takes place (Lea, 2008, p. 90).  Kelly (2010) demonstrated as much, in 
her study of retreats (including European destinations, and Mexico, India and the Canary 
Islands), where the majority were located in scenic areas.   
Although few studies have been undertaken on retreats within the US, one study 
investigated the motivational characteristics of tourists at a yoga retreat in central Indiana 
(Lehto, Brown, Chen, & Morrison, 2006).  In this study engagement was predicated by 




Morrison, 2006).   To an extent, the motivation to travel to the yoga destination thus 
reflects original connotations of withdrawal to deepen a spiritually enhancing practice if 
not to pursue spiritual enlightenment directly (Lehto, Brown, Chen, & Morrison, 2006).    
3.5.3 Lifestyle retreats or health resorts 
While an emphasis on enhanced spirituality or introspection is traditionally 
associated with  retreats, so-called lifestyle retreats or health resorts tend to offer a range 
of services and activities that cater to body, mind and spirit in keeping with the term 
wellness as related to holistic wellbeing (Myers & Sweeney, 2004; Smith & Kelly, 2006; 
Mueller and Kaufmann, 2001).  Physical health is typically addressed through exercise 
and healthful cuisine in addition to pampering services, some of which, such as 
specialized massages, may have therapeutic value (Lebe, 2006).  Mental rejuvenation is 
addressed through leisure activities such as dance instruction or more formal treatments 
such as counseling sessions; and finally, spirituality may be encouraged through 
meditation or time spent in nature as typical practices (Lebe, 2006). In the US, in 
particular, lifestyle retreats or health resorts tend to hybrid forms, often combining 
eastern (e.g. yoga and meditation) and western traditions (e.g. pampering or therapeutic 
spa treatments) as well as holistic approaches to physical and psychological wellbeing 
(Gustavo, 2010).   
3.6 WELLNESS DESTINATIONS  
Wellness destinations may include facilities such as retreats, resort spas, hot 
springs, and health farms which require an overnight stay, cater to domestic or 




wellbeing (Global Wellness Institute, 2013; Kelly, 210; Suresh & Ganesan, 2011; Voigt 
et al. 2011).   Typical services and amenities are highlighted below.  
3.6.1 Destination Infrastructure and Services  
Voigt et al. (2011) suggest a distinction should be made between “specifically 
designed wellness tourism infrastructure” that promotes wellbeing, and tourism related 
infrastructure in general (p. 17).  In the wellness tourism literature, infrastructure has 
been used to identify specialized forms.  Balneo tourism (associated with treatments 
using mineral waters) or thalassotherapy (treatments that use seawater and/or marine 
environments), for example, represent identifiable subsectors (Charlier & Chaineux, 
2009; Georgiev & Vasileva, 2010).  More generally, services and activities at wellness 
destinations have more readily been identified than has infrastructure.  
In terms of services and amenities, Chen, Liu and Chang (2013), for example, list 
(1) Health promotion treatments, (2) Mental learning, (3) Experience of unique tourism 
resources, (4) Complementary therapies, (5) Relaxation, (6) Healthy diet and (7) Social 
activities as typical.  Kelly (2010) described typical services and activities at retreats as: 
(1) Yoga, (2) Massage, (3) Meditation, (4) Personal development/ counseling/ coaching/ 
confidence-building, (5) Nutrition, (6) Education/philosophy, (7) Healing, (8) 
Spirituality, (9) Nature/outdoor activities, (10) Stress relief, and (11) Leisure activities. 
3.7 WELLNESS TOURISTS 
In prior studies, the benefits, motivations and tourist demographics of wellness 
guests have been examined and reported.  Of particular relevance to the current study, are 




3.7.1 Wellness Tourism Benefits 
Wellness tourism services and activities can range from self-beautification, 
psychological balance and lifestyle improvements, to a search for transcendental meaning 
(Voigt et al., 2011).  Prior studies demonstrate, however, that across this spectrum 
psychological benefits are relevant.  Among spa patrons where services are primarily 
physical, benefits may also be psychological.  In one study, following a spa visit patrons 
reported a heightened “ability to cope” as a primary benefit (Little, 2013, p. 44).  In terms 
of lifestyle retreats, salient benefits are associated with opportunities for reflection which 
were most highly rated by study participants (Voigt, Brown & Howat, 2011b).  In more 
specialized spiritual retreats, an emphasis on spiritual renewal which allows for 
psychological integration is central (Heintzman, 2010; Myers & Sweeney, 2004; Smith & 
Kelly, 2006).   
3.7.2 Wellness Tourist Motivations 
A salient motivation, to de-stress or conversely to facilitate relaxation, is also 
evident across a spectrum of facility types and settings.  Chen et al.’s (2008) study, set in 
Taiwan, revealed that a desire for relaxation was the single most important item, more so 
than activities offered, opportunities to engage in recreation, or simply spending time in 
nature.  Hong Kong spa-goers were likewise chiefly motivated by a desire for relaxation, 
followed by self-indulgence and physical maintenance (Mak, et al., 2009). Among spa 
goers in Southwest England the desire for relaxation and focused attention on self were 
rated highly among female patrons (Little, 2013).  A reported desire to ‘unwind and de-




as yoga were also ranked in that order among retreat patrons surveyed across a variety of 
destinations including Europe, Mexico and India (Kelly, 2008).   
3.7.3 Wellness Tourist Demographics 
Wellness tourists as reported in prior studies are predominantly women, typically 
older, better educated and more affluent than average (Gustavo, 2010; Kelly, 2012; Mak 
et al., 2009; Smith & Puckzo, 2008).   
Spa visitors sampled in one study, for example, were predominantly females in 
their 30’s and 40’s, in the mid to high education and income groups, and typically 
travelling in pairs or small groups (Kelly, 2012; Smith & Puckzo, 2008).  Another study 
of spa goers at a facility in Portugal likewise reported sample demographics as largely 
female (69.8%), better educated, with 73.9% holding a degree in higher education, and 
higher than average income (Gustavo, 2010).  In this study, almost 40% were in their 30s 
(30-39 years) although the age range overall was fairly broad, from early 20s (22.9%) to 
over 60 (5.9%) (Gustavo, 2010).  Finally, the gender balance seems to hold across 
international markets with 76% of Hong Kong spa-goers reportedly female, in another 
study (Mak et al., 2009).    In this case, however, the largest age groups were somewhat 
younger with the majority in the 26–33 range (Mak et al., 2009).   
Retreat visitors over a wide geographic spectrum again reflected similar 
demographic patterns with the vast majority being female (Kelly, 2008). However, while 
ages varied between the 20s and mid-50s, the majority of visitors were slightly older 






3.8 CHAPTER SUMMARY 
This chapter considered the global wellness tourism market, wellness tourism as it 
has been defined and described, with respect to related but distinct forms as well as 
destination subsectors. Wellness tourist characteristics gleaned from prior studies were 
also considered.   Optimistic projections suggest that an already robust wellness tourism 
market will continue to grow at a rate of 9% through 2017. Although the greatest growth 
is expected in India and South East Asia, projections for the North American market are a 
solid 8% (Global Wellness Institute, 2013).   
To account for the success of the wellness market, Schalber and Peters (2012) 
suggest greater concern for personal self-development is apparent in developed countries 
where individuals enjoy longer life-spans.   Medical advances that have eradicated 
disease and prolonged life-spans have also shifted an emphasis on acute illness to health 
maintenance and quality-of-life issues (Smith and Kelly, 2006).  Conversely, it has been 
suggested that skepticism toward traditional health care rather than medical successes 
account for why an aging but still active baby-boomer generation is a prominent 
demographic within the wellness market (Joppe, 2010).    
A subsector of the wellness market, wellness tourism is a wide-ranging and 
complex industry in its own right.  Reflecting these complexities, broad consensus on a 
precise and widely accepted definition is lacking (Bertsch & Ostermann, 2011).  
Wellness tourism facilities and destinations may include a range from day spas to health 
resorts and spiritual retreats (Voigt et al., 2011).  Moscardo (2011), for example, notes 
that definitions of wellness tourism often articulate both demand and supply-side criteria 




grounds that greater conceptual clarity is needed Georgiev and Vasileva (2010) have 
argued that spa tourism is distinguishable from other forms of wellness tourism based on 
criteria such as length of stay, tourist motivations and types of cures based on water-
based procedures (Georgiev & Vasileva, 2010).   Such distinctions, however, have been 
used to identify subsectors rather than different forms of tourism. 
Distinctions on the other hand, are made between wellness and health, medical, 
and wellbeing tourism.  Health and medical tourism include traditional curative or 
surgical procedures and are thus distinct from wellness tourism which implies 
enhancement and promotion of wellbeing exclusively (Global Wellness Institute, 2013; 
Mueller & Kaufmann, 2001).  Wellbeing tourism is a regionally bound subsector 
associated with Nordic countries such as Denmark, Finland, Iceland, Norway and 
Sweden and the term is used specifically in these geographic contexts (Hjalager et al., 
2011).   
For wellness tourists too motivational and psychological benefits reveal 
consistencies across subsectors with mental rejuvenation or rest and relaxation being 
salient (Little, 2013; Mak et al., 2009; Myers & Sweeney, 2004; Smith & Kelly, 2006; 
Voigt et al., 2011).  Wellness tourists are also predominantly female and typically older, 
better educated and more affluent across subsectors (Gustavo, 2010; Kelly, 2012; Mak et 
al., 2009; Smith & Puckzo, 2008). 
In the following chapter, wellbeing and its association with travel is considered.  
Subjective wellbeing as the outcome of a wellness vacation is a defining characteristic of 




wellbeing as the outcome of travel more generally is thus of interest and a brief overview 





TRAVEL AND WELLBEING 
4.1 WHY IS TRAVEL ASSOCIATED WITH WELLBEING? 
Enhanced wellbeing as the outcome of travel is largely premised on its appeal as a 
leisure activity.  Business travel, by contrast, has been linked to elevated health risks, 
especially precursors to cardiovascular disease (Global Wellness Institute, 2013).  In an 
historical context an association between travel and leisure was also by no means 
inevitable (Brodsky-Porges, 1981).   
Brodsky-Porges (1981) notes that American views on travel have their roots in 
European traditions.  Travel was initially undertaken for purposes of exploration, matters 
of state, to propagate wars, or for economic or religious reasons (Brodsky-Porges, 
1981).  From the late 16
th
 century onward, however, as greater political stability was 
secured throughout Europe, personal travel was undertaken by the social elite for 
intellectual edification or educational purposes (Brodsky-Porges, 1981).   
Leisure travel or mass tourism as we now know it emerged in the post-war Europe 
of the late 1950s (Bramwell, 2004; Brodsky-Porges, 1981).  Through the early 18
th
 
century, European nobility and the upper classes travelled to formal institutions of 
learning or for informal instruction in the social arts, completing what came to be known 
as The Grand Tour (Brodsky-Porges, 1981; Towner, 1985).  From the mid-1800s 




the nature of and motivations for travel, not least because it became accessible to middle 
and even lower social strata (Brodsky-Porges, 1981; Towner, 1985).  
It was, however, social reconstructions following World War II, along with the 
advent of the commercial jet airliner, improved infrastructure, and increasing prosperity 
in Europe and America that prompted the rise of so-called mass tourism (Bramwell, 
2004; Cohen, 1988, Xiao et al., 2013).   Although ultimately skeptical of the unbridled 
growth of global tourism, in his book The Holiday Makers: Understanding the Impact of 
Leisure and Travel, Krippendorf (1987) reflects on the extent to which so-called “mobile 
leisure” has since become an integral part of industrial societies, and in pursuit of 
personal happiness and wellbeing, underscoring this contemporary association (p. 3).   
4.2 TOURISM STUDIES AND WELLBEING 
Benefits associated with leisure travel include a change of environment leading to 
improved familial relationships and recovery from stress, as well as satisfaction with the 
vacation itself and pleasant post-trip memories (Chen & Petrick, 2013; Mcabe & 
Johnson, 2013).  Other suggested benefits include feelings of anticipation, enjoyment in 
activities while on vacation,  novel experiences, learning new skills, freedom of choice 
and an enhanced world view (Chen & Petrick, 2013; Nawijn, 2012).  Nonetheless, within 
the tourism literature, well-defined theoretical frameworks and causal precursors to 
measure and account for the manner in which vacations and destination characteristics 
contribute to enhanced wellbeing remain lacking (Chen & Petrick, 2013). 
Enhanced wellbeing as the outcome of travel has been examined in numerous 
tourism studies (Chen & Petrick, 2013; McCabe & Johnson, 2013; Michalko & Ratz; 




relationship between travel and subjective wellbeing empirically, and where the latter is 
typically framed as a quality-of-life issue.  McCabe (2009) also notes that quality-of-life 
is frequently cited as a motivation to travel.  Although the majority of studies validated a 
link between travel and wellbeing, exceptions include one which noted decreased 
wellbeing following a vacation, attributed to heightened job stress and outstanding work-
loads (Chen & Petrick, 2013; Strauss-Blasche et al., 2002).   
In the following subsections, an overview of the manner in which enhanced 
wellbeing has been framed in tourism studies is presented.  It is argued that although the 
topic has been examined from numerous perspectives, the need for studies linking 
destination characteristic to enhanced wellbeing is apparent and a comprehensive 
theoretical framework to conduct such a study has hitherto been lacking.  
4.2.1 Transit regions and wellbeing 
In the tourism literature, Moscardo (2009) argued for a more comprehensive 
approach to assessing wellbeing as the outcome of travel; one that takes into account 
transit regions as well as negative and positive impacts in both generating regions and at 
destinations (Moscardo, 2009).  Although little research on wellbeing has included transit 
regions, Michalko and Ratz (2010) argue that experiences en route to a destination can 
enhance quality-of-life.  Empirical studies, by contrast, have more typically highlighted 
negative impacts including physical repercussions ranging from jetlag to more serious 
infectious diseases, as well the potential for global transmission of infectious disease 
(Voigt et al., 2011).   Others have focused on the stressors associated with travel 




positively impact wellbeing, both transit regions and negative physical impacts remain 
beyond the scope of the current study.  
4.2.2 Residents and wellbeing 
Moscardo (2009) further noted that tourism studies tend to be overly simplistic, 
often focusing on negative impacts at destinations while assuming positive outcomes on 
the part of tourists.  While negative impacts at destinations have been examined 
extensively in the context of sustainability, for example, a limited number of studies have 
considered enhanced quality-of-life for destination residents (Michalko & Ratz, 2010; 
Moscardo, 2009; Kim, Uysal & Sirgy, 2013).  Michalko and Ratz (2010) compared 
quality-of-life among residents in two Hungarian townships relative to tourism 
development.  Kim, Uysal and Sirgy (2013) used structural equation modeling to predict 
life satisfaction relative to tourism related impacts among residents in Virginia, USA.  
Although in each enhanced quality-of-life was reported, little utility for assessing 
destination characteristics that enhance wellbeing among tourists is suggested.  
In Michalko and Ratz’s (2010) study, a Hungarian township with tourism related 
development was compared with a town that had no such development.  Premised on an 
overlap between subjective wellbeing and the micro-environment, Michalko and Ratz 
(2010) used data from the Hungarian Central Statistical Office as proxies for quality-of-
life, and by extension the wellbeing of local residents.  Data included demographic 
information (age, marital status, education and economic activity) and an inventory of 
urban facilities (e.g. local railway stations, banks primary schools). Michalko and Ratz 
(2010) concluded that where tourism contributes to local development quality-of-life is 




Kim, Uysal and Sirgy (2013) measured economic, social, cultural, and 
environmental impacts to predict resident satisfaction with corresponding life domains, 
namely material wellbeing, community wellbeing, emotional wellbeing, and health and 
safety.  A 38 item scale of community attributes developed by Andereck and Nyaupane 
(2011) (e.g. feeling safe, city services, clean air and water) was used to measure 
perceptions of how these were impacted by tourism as well as satisfaction with each.  In 
study findings, positive perceptions of social impacts significantly predicted perceptions 
of community wellbeing, while positive perceptions of cultural impacts significantly 
predicted emotional wellbeing among residents (Kim, Uysal & Sirgy, 2013).  
In these studies, enhanced wellbeing for residents is associated with community 
facilities, services, and conditions, many of which are less applicable to a transient tourist 
population.  These studies nonetheless define and measure quality-of-life in terms of 
proxies or characteristics of the destination itself while destination characteristics for 
vacationers are seldom if ever indicated.  
4.2.3 Temporal considerations 
Temporal considerations in tourism studies are highlighted in longitudinal studies 
that consider periods before and following a vacation, as well as in at least once instance, 
daily fluctuations over the course of the vacation itself.  Longitudinal studies suggest 
changes in subjective wellbeing both prior to and following a vacation, although limited 
time-spans and effects (positive and negative) overall appear mixed.  For the current 
study, changes in wellbeing were assessed directly following a vacation.    
Chen, Lehto, & Cai, (2013), for example, found evidence of overall increases in 




following a two month period.  Six single item measures were used each on a 10 item 
response scale (extremely negative to extremely positive).   These included (1) health 
status (How healthy did you feel today?), (2) mood (How was your mood today?), (3) 
fatigue (how fatigued did you feel today?), (4) tension (how tense did you feel today?), 
(5) energy level (how energetic did you feel today?), and (6) satisfaction (how satisfied 
do you feel about this day?).  Measures were assessed four times in total, twice during the 
second to last week and twice in the last week before vacation.  Each week’s measures 
were averaged to form weekly indicators.   An early study likewise found that 
psychological benefits lasted between 3 to 4 weeks following a vacation (Westman, 
1997).   
Nawijn, De Bloom and Geurts (2013) conducted a longitudinal study of Dutch 
workers’ (N = 96) health and wellbeing two weeks prior to taking a vacation, including 
factors such as anticipation and changes in pre-vacation workloads.  According to the 
study, health and wellbeing actually decreased significantly between two and one weeks 
prior.  Pre-vacation work-load did have an impact, as did home-load pre-vacation health 
for female study participants only; anticipation had no apparent effect on health and well-
being (Nawijn et al., 2013).   
Nawijn, Mitas, Lin and Kerstetter (2013) examined daily fluctuations in wellbeing 
over the course of a vacation itself.  A prescribed set of emotions were recorded in diaries 
completed by study participants (N = 39) for trips lasting 8 to 13 days.  The Differential 
Emotions Scale (Fredrickson et al. 2003) was used and significant changes in mood were 




emotions although with no clear peaks in happiness; however, a decline in good feeling 
was noted towards the end of the vacation (Nawijn et al., 2013).   
As these studies suggest, longitudinal effects on changes in wellbeing appear to 
be temporally bounded while emotions over the course of a vacation are generally 
positive.  Although the duration of impacts on subjective wellbeing is of intrinsic interest 
for the current study, destination characteristics and associated activities to account for 
these changes is of primary interest.  Much like studies using pre and post-vacation 
design, as discussed in the next section, a sound theoretical basis for considering 
contextual factors or destination characteristics is not provided.  
4.2.4 Destinations and wellbeing 
A noteworthy drawback in tourism studies measuring wellbeing as the outcome of 
travel is that characteristics of the destination as well as the vacation itself are typically 
overlooked.  Mcabe and Johnson (2013), for example, noted that contextual 
characteristics and activities undertaken while on vacation may vary widely and that 
greater specification was desirable for a more accurate assessment regarding impacts 
(Mcabe & Johnson, 2013).  Their own study which used a pre and post vacation design, 
however, neglected to specify destination characteristics or activities undertaken during 
the course of the vacation in assessing wellbeing as the outcome of travel.   
In Chen and Petrick’s (2013) literature review, just under half (14) employed pre 
and post-vacation survey designs (Chen & Petrick, 2013).  In pre and post vacation 
studies and much like longitudinal studies, relative changes in wellbeing are assessed 
rather than changes relative to destination characteristics.   Gilbert and Abdullah’s (2004) 




study assessed changes in subjective wellbeing or life-satisfaction, comparing vacationers 
to a control in a pre and post vacation survey study (Gilbert & Abdullah, 2004).  For the 
holiday-taking group, Gilbert and Abdullah (2004) stipulated leisure travel, a four day 
minimum holiday, and leaving the country of origin.  The control group was surveyed 
over a concurrent time-frame. Study findings indicated a greater sense of wellbeing 
among holiday-takers relative to the control group both prior to and following a trip, 
although the overall effect size was small (Gilbert & Abdullah, 2004).  In an attempt to 
isolate effects of the vacation, Gilbert and Abdullah (2004) asked respondents to note 
temporally proximal and major life events.  No consideration for conditions at the 
destination or the characteristics of the vacation itself, however, was included in the study 
design or analysis.   
In the current study, impacts are considered where a direct association between 
wellness vacations and associated facilities and activities, and enhanced wellbeing as an 
outcome, is expected.  A need to make explicit pertinent elements of the destination or 
vacation, as well as a strong theoretical framework for measuring and assessing 
subjective wellbeing as the outcome of the vacation are needed. 
4.2.5 Theoretical Considerations 
Research studies on wellbeing as the outcome of travel have also been hampered 
by a lack of conceptual clarity (Michalko & Ratz, 2010).  Following their extensive 
search of academic and non-academic databases, Chen and Petrick (2013) identified 98 
articles in tourism, organizational and health sciences that considered health and wellness 
benefits of leisure travel, noting that only a few specified a theoretical framework (Chen 




Global level constructs such as quality-of-life indicators have been used to assess 
wellbeing as the outcome of travel in a number of studies (Dolnicar, Yanamandram, & 
Cliff, 2012; Gilbert & Abdullah, 2004).  Related research, however, is often data driven 
rather than grounded in theoretical precepts, as previously mentioned (see Section 2.2 
What is Wellbeing?) (Ryff & Keyes, 1995).   Michalko and Ratz (2010) further 
acknowledge that individual studies tend to adopt slightly different indicators while 
Dolnicar et al. (2011) noted a surprising lack of consensus on which life domains are 
typically included in quality-of-life studies.  Sirgy (2010) made the case for greater 
theoretical rigor in assessing quality-of-life.  He proposed using goal theory to examine 
tourist satisfaction in the context of life satisfaction and overall wellbeing (Sirgy, 2010).  
The principles proposed, however, are not pertinent to wellness vacations that are 
associated with wellness motivations and outcomes as discussed.  Broad categories or 
principles under goal theory include: (1) selecting leisure travel goals that have high 
levels of positive valence, (2) selecting leisure travel goals that are very likely to be 
attained, (3) engaging in actions that would implement these leisure travel goals, and (4) 
engaging in actions which allow tourists to experience goal attainment (Sirgy, 2010).  
More problematic is that global level measures such as quality-of-life indicators 
however, measure aggregate increases across life domains that have no hypothesized 
relationship to destination or vacation characteristics (Chen & Petrick, 2013).  Chen and 
Petrick (2013) identified spillover theory as one of the earliest theoretical approaches 
used by Neal, Uysal and Sirgy (1999) to assess wellbeing as the outcome of travel 
although the majority of more recent studies have used quality- of-life indicators.  Like 




of change rather than with respect to theoretically stipulated precursors that either predict 
or explain associated changes. 
Mcabe and Johnson (2013), for example, considered the relationship between 
vacations and quality-of-life in the context of social tourism where the latter refers to 
publically funded vacation experiences for disadvantaged groups.  Their study measured 
subjective well-being using a pre and post survey design (McCabe & Johnson, 2013).  
Post-holiday, self-reported improvements areas such as family, leisure time, and health as 
well as measures of happiness, quality of life and optimism demonstrated significant 
improvements for the vast majority (77.1%) of respondents (McCabe & Johnson, 2013).  
No theoretical basis or framework to account for improvements over the course of a 
vacation itself was proposed (McCabe & Johnson, 2013).   
Besides theoretical precursors to enhanced wellbeing, quality-of-life domains also 
tend to be more inclusive than precise.  Dolincar et al. (2011) ultimately provided scant 
support for a connection between quality-of-life and vacations in their study, which may 
be due at least in part to the coarseness of the constructs used.  Their study used eight 
categories by which to assess quality-of-life, namely: family, work, people, leisure, 
money, health, vacations and spirituality (Dolnicar et al., 2011).  Although just under half 
(40%) of respondents (8 in total) listed holidays or vacations as contributing to quality-
of-life in a preliminary qualitative study, in the subsequent, quantitative study 
contributions to overall quality- of-life as assessed by study participants was on average 
only 6% (Dolnicar et al., 2005; Dolnicar et al., 2011).   
A noteworthy exception is Lehto’s (2013) study which not only identified 




in this case in relation to the alleviation of mental fatigue.  Restoration Theory was used 
to assess destination characteristics that alleviate mental fatigue (Lehto, 2013).    Six 
factors, namely (1) compatibility, (2) extent, (3) mentally away, (4) physically away, (5) 
discord, and (6) fascination were considered (Lehto, 2013).   Of these, compatibility 
explained most of the variance in the model and was defined in terms of three distinct 
criteria including a destination’s compatibility with self-image, convergence between 
anticipated and actual destination characteristics, and harmony between the destination 
and its natural surroundings (Lehto, 2013).  Other findings include a suggested need to 
encourage ‘play’ or active engagement rather than a destination serving the more passive 
functions of a change of scenery or for pure escape (Lehto, 2013).  A need for variety or 
multiple points of interests at the destination is further suggested, along with immersion 
through fascination or mental absorption, and an emphasis on natural environments 
(Lehto, 2013).  Although this study extends current research, providing insights into an 
interesting as well as important line of inquiry, both a more limited scope in terms of 
mental fatigue, as well as a more general one in terms of destination characteristics 
applicable to tourism as a whole rather than the managed environment of a wellness 
facility, is indicated.  
For the current study, a framework appropriate to assessing wellbeing where this 
is both a defining motivation and outcome associated with a stay at a wellness destination 
is desirable.   Wellness tourism as defined suggests a need for far greater clarity and more 
rigorous analysis in terms of the manner and extent to which subjective wellbeing as an 
outcome is achieved.  Where prior tourism studies on the link between travel and 




foundations, a question that arises is which benefits are attributable to a vacation versus 
benefits derived from leisure time in general, a topic considered in the next subsection 
(Chen & Petrick, 2013; Michalko & Ratz, 2010).   
4.3 LEISURE AND WELLBEING 
Dolnicar et al. (2011) argued that in research streams, leisure and vacation 
experiences are typically conflated.  Certainly a link between leisure and wellbeing, as 
between travel and wellbeing, is well-established (Mannell, 2007).  Heo (2010), for 
example, modelled the relationship between leisure satisfaction and subjective wellbeing 
demonstrating a significant (.61) positive relationship in path analysis. Engagement in 
leisure activities, particularly high levels of participation and satisfaction with leisure are 
positively associated with life satisfaction and enhanced wellbeing (Baldwin & Tinsley, 
1988; Dowall, Bolter, Flett, & Kammann, 1988; Lloyd & Auld, 2002).   Chun, Kim and  
Other leisure studies have demonstrated a direct link between leisure activities 
and enhanced wellbeing. Wu and Liang (2011), for example, modeled the relationship 
between white-water rafting and a state of optimal experience or functioning which is 
associated with wellbeing and commonly referred to as flow (Csikszentmihalyi & 
LeFevre, 1989).  Iwasaki, Zuzanek, and Mannell (2001) tested the relationship between 
physically active leisure, defined in terms of an index of leisure activities, frequency and 
daily participation, and stress reduction, perceived health, and wellbeing.  With clearly 
defined activities and criteria, the modeling of relationships or causal precursors to 
wellbeing is possible in a way that is little evidenced in the tourism literature.   
Precursors to wellbeing that reflect conditions at a wellness facility are needed to 




with leisure activities.  Stress reduction, for example, is one of the most frequently cited 
motivations associated with taking a wellness vacation (Chen & Petrick, 2013; Chen, et 
al., 2008; Strauss-Blasche et al., 2002). Stress reduction, however, is also associated with 
leave from work, active leisure, as well as engaging in physical activity (Iwasaki et al., 
2001; Kouvonen, Vahtera, Oksanen, Pentti, Väänänen, Heponiemi & Kivimäki, 2013).   
Escapism, an enduring motivation and benefit associated with travel, is also not 
peculiar to it (Iso-Ahola, 1982).  Iso-Ahola's (1982) influential escaping-seeking 
dichotomy associates travel with the desire to escape from stress or mundane existence, 
and to engage in novel experiences (Mannell & Iso-Ahola, 1987).  In leisure studies, a 
form of escapism defined as active engagement, action attention, task absorption, and 
reduced self-evaluation, is likewise a key motivation for undertaking leisure activities and 
has been found to contribute significantly to enhanced psychological wellbeing 
(Stenseng, Rise & Kraft, 2012).   
A study by Wei and Milman (2002) demonstrates the extent to which the line 
between wellbeing as the outcome of leisure versus tourism can blur.  In their study, 
North American seniors on escorted tours were surveyed regarding participation in 
specific trip activities, overall travel satisfaction, and enhanced wellbeing (Wei & 
Milman, 2002).  Study results indicated a direct link between engagement in an organized 
leisure activity and psychological wellbeing, based upon the social interactions which the 
activity facilitated (Wei & Milman, 2002).  Satisfaction with elements of the tour itself, 
however, was not a contributing factor to psychological wellbeing (Wei & Milman, 
2002).  As such, the leisure activity appears to have been instrumental and the travel 




4.4 CHAPTER SUMMARY 
This chapter considered the relationship between leisure travel and wellbeing, 
first in an historical context and then in terms of how it has been framed in tourism 
studies.  In particular, the extent to which tourism studies have failed to demonstrate a 
direct relationship to psychological wellbeing is highlighted.  This is in contrast to leisure 
studies that more readily describe clear precursors to enhanced wellbeing.  
From the late-1950s, tourism has been enjoyed en masse as holidays of the sea, 
sun, and sand variety became popular and remains so to this day (Agarwal & Shaw, 
2007; Bramwell, 2004; Cohen, 1988; Krippendorf, 1987). Leisure travel is also widely 
regarded as contributing to subjective wellbeing, with empirical findings largely 
validating this link (Chen et al., 2008; Chen & Petrick, 2013; Michalko & Ratz, 2010; 
Strauss-Blasche et al., 2002).   
Within related research streams, however, destination and vacation attributes are 
not usually considered, nor is their relationship to enhanced subjective wellbeing. This is 
in large part due to the kind of indicators, namely quality-of-life that have typically been 
used, and a noted lack of theory for assessing wellbeing as the outcome of travel 
(McCabe & Johnson, 2013).    
Overall, leisure studies have more successfully grounded their research in well-
specified activities.  While overlap between leisure activities and leisure travel in terms of 
motivations and psychological impacts is inevitable, the question as to what benefits can 
reasonably be attributed to vacation in terms of psychological wellbeing remains worthy 
of consideration.  This is particularly true for wellness tourism where contributions to 




defining criteria (Smith & Puckzo, 2006).  As with tourism studies in general, within 
wellness tourism research streams, the psychological benefits of taking a wellness 
vacation have yet to be measured (Voigt, 2013).   
In the current study, Self-Determination Theory (SDT), which describes ambient 
supports and clear precursors to enhanced wellbeing, is proposed as an appropriate 






5.1 THEORY OVERVIEW 
Self-Determination Theory (SDT) is a comprehensive and well-validated theory 
(Deci & Ryan, 2000; Vansteenkiste, Niemiec & Soenens, 2010).  In development since 
the 1970s, SDT has incorporated five mini theories reflecting interdependent concepts 
that have expanded both the scope and utility of the theory as a whole (Deci & Ryan, 
2000; Vansteenkiste et al., 2010). Empirical studies using SDT as a framework have also 
consistently demonstrated support for key theoretical tenets (Vansteenkiste et al., 2010).   
A key tenet of SDT concerns internal or intrinsic forms of motivation which are 
associated with optimal functioning and wellbeing (Deci & Ryan, 2000).  In psychology, 
motivation is considered to be a primary driver of behaviors and a rationale for why 
individuals think and behave as they do (Forbes, 2011; Graham & Weiner, 1996).  Yet 
alternative fields within psychology reflect distinct assumptions regarding the impetus 
underlying human motivation (Forbes, 2011).  The applicability of SDT as a theory of 
motivation for the current study is described in brief below.  
SDT is also suited to examining wellbeing as the outcome of a wellness vacation 
in other ways. SDT places a pronounced emphasis on ambient supports to ensure the 
internalization of external values and the satisfaction of basic needs (Deci & Ryan, 2000).  




2000).   The role of external environments, such as wellness facilities, as well as the 
satisfaction of basic needs in the same context is discussed in the following subsections.  
5.2 THEORY DEVELOPMENT 
5.2.1 Cognitive Evaluation Theory 
The seminal mini-theory, Cognitive Evaluation Theory, was controversial for its 
time, contradicting Skinner’s then influential behavioral theory of motivation which 
emphasized external cues and reinforcements (Vansteenkiste, et al., 2010).  Deci (1975), 
by contrast, proposed that the so-called locus of causality is internal; that is, individuals’ 
possess inherent and natural inclinations towards engagement, discovery and optimal 
challenge.  In addition, Deci (1975) suggested that rather than being shaped by external 
rewards or punishments activities and associated behaviors are ideally intrinsically 
satisfying.  
5.2.2 Organismic Integration Theory 
The second mini-theory, Organismic Integration Theory, includes an 
understanding that particular life domains or activities such as physical exercise and 
dieting may not be inherently appealing (Vansteenkiste, et al., 2010).  In these instances, 
external regulations may necessarily predominate although ideally under circumstances 
that allow for integration of associated, external values (Vansteenkiste, et al., 2010).   
In contrast to views of intrinsic and extrinsic motivations as antithetical, SDT 
proposes a continuum (See Figure 5.1 below) from controlled or external forms to 
increasingly autonomous forms of motivation (Vansteenkiste, et al., 2010).  An 




the internalization of motivations with respect to particular domains or activities is 
possible given the right conditions (Vansteenkiste, et al., 2010).  This process of 
internalization is important not only because intrinsic motivation and self-regulation is 
necessary to bring about long term behavior changes in diet and exercise, for example, 
but because intrinsic motivations are associated with wellbeing, not extrinsic forms (Deci 
& Ryan, 2000).   
5.2.3 Causality Orientation Theory 
The third theory, Causality Orientation Theory, recognizes individual differences 
in motivation at the global as well as situation or activity level (Vansteenkiste, et al., 
2010).  Causality orientations, which refer to the causes underlying behaviors, are 
described along a parallel continuum to motivational orientations (See Figure 5.1 below)  
from entirely autonomous (internal) to externally dictated (Deci & Ryan, 2000; 
Vansteenkiste, et al., 2010).   Unlike motivations, however, causality orientations suggest 
inherent predispositions that are relatively stable over time (Vansteenkiste, et al., 2010).  
Nonetheless, Vansteenkiste et al. (2010) note that even causality orientations are 
somewhat malleable and may be influenced by socialization processes or situational cues. 
5.2.4 Basic Needs Theory 
The fourth theory, Basic Needs Theory, is fundamental to SDT as well as the 
other four mini-theories in that need satisfaction accounts for the positive potential 
suggested by intrinsic motivation, self-regulation, causality and goal orientations 
(Vansteenkiste, et al., 2010).  Intrinsic forms of motivation with respect to goals, 
activities or behaviors correspond with basic need fulfillment; basic need fulfillment, in 




SDT, the three basic needs are (1) autonomy, (2) relatedness and (3) competence. 
Autonomy is defined as personal volition or following the dictates of an authentic self 
(Deci & Ryan, 2000).  Competence refers to a sense of efficacy and mastery over one’s 
environment; relatedness describes the desire to feel connected and to engage with others 
(Deci & Ryan, 2000).   
In identifying these three basic needs SDT is both parsimonious and 
comprehensive (Forbes, 2011; Vansteenkiste, et al., 2010).  Psychological needs, from 
twenty-seven in Murray’s (1938) exploration of personality to the five typically 
referenced in Maslow’s (1943) influential hierarchy, have been described across a wide 
spectrum of psychology theories (Forbes, 2011).  Forbes (2011) notes, however, that 
theorists typically fail to integrate such taxonomies into conceptual frameworks to 
articulate how needs relate to psychological development, functioning or overall 
wellbeing. A direct relationship between basic need fulfillment and psychological 
wellbeing as proposed in SDT is a particular characteristic and one pertinent for assessing 
wellbeing in the current study (Deci & Ryan, 2000). 
5.2.5 Goal Content Theory 
The fifth theory, Goal Content Theory, is concerned with the nature and quality of 
an individual’s goals (Deci & Ryan, 2000; Vansteenkiste, et al., 2010).  In SDT, 
orientations toward goals (i.e. extrinsic versus intrinsic) have similar implications to 
motivations and causality orientations where intrinsic (e.g. health and personal growth) 
rather than extrinsic reward (e.g. wealth or fame) are associated with need satisfaction 




relationships between Goal Content and the three other mini theories are depicted in 
Figure 5.1: Four Mini Theories incorporated into SDT below. 
 
 
Figure 5.1: Four Mini Theories incorporated into SDT 
5.3 SDT AS A THEORY OF MOTIVATION 
SDT endorses a view of humans as inherently motivated as well as oriented 
toward reaching optimal psychological functioning. Alternative perspectives on human 
motivation can suggest stark differences in how human beings are characterized as well 
as the role of external environments. Biological versus behavioral motivation theories, for 
example, ascribe causal roles to genes in the first instance and in the second to external 
stimuli (Bernard, Mills, Swenson & Walsh, 2005).  Cognitive theories of motivation 
advance a view of individuals as more rational and purposeful than either biological or 
behavioral theories, suggesting deliberate action in response to external influences or 
stimuli (Bandura, 1989; Bernard et al., 2005).    SDT as an organismic theory of 




inclined toward integration of their psychic elements into a unified sense of self and 
integration of themselves into larger social structures” (Deci & Ryan, 2000; p.229).   
According to Deci and Ryan (2008), in SDT motivation is also not a one-
dimensional concept that varies only by degree.   Rather, SDT considers the quality of 
motivation relative to a course of action or activity rather than the overall amount of 
motivation (Deci & Ryan, 2000).  Specifically, individual motivation is described along a 
continuum from autonomous or intrinsic to controlled and extrinsic, while only the 
former (autonomous and intrinsic) is associated with or predicts wellbeing (Deci & Ryan, 
2000).   
A final distinction between SDT and other theories of motivation, and of 
particular relevance in the context of a health promotion program, is the “energy 
available to the self” or personal vitality (Deci & Ryan, 2000, p. 184).  Motivational 
theories typically suggest that self-regulation required, for example, to perform daily 
exercise routines or manage a healthy diet, depletes energy. On the other hand, SDT 
oriented studies have shown, as hypothesized, that only externally controlled behaviors 
deplete energy (Deci & Ryan, 2000).  When self-regulating activities are autonomously 
motivated, they enhance vitality, and where need satisfaction is met, energy available for 
self-regulation is also increased (Deci & Ryan, 2000). 
5.4 SDT IN HEALTH CARE STUDIES 
In a meta-analysis of health care studies, empirical support for autonomy-
supportive rather than controlling environments was demonstrated across a range of 
health behavior programs and facilities (Ng, Ntoumanis, Thøgersen-Ntoumani, Deci, 




for example, a causal role for autonomy support in terms of autonomous motivation, 
perceived competence and successful program outcomes (in this case smoking cessation), 
was also demonstrated (Ng et al., 2012; Williams, McGregor, Sharp, Levesque, Kouides, 
Ryan & Deci, 2006).   In addition, autonomy-supportive environments have been shown 
to support basic need fulfillment which in turn contributes to psychological wellbeing 
(Ng et al., 2012; Vansteenkiste, et al., 2010).   
Empirical support has also been demonstrated for the proposition that need 
satisfaction contributes unique and significant variance to psychological wellbeing across 
a number of life domains including school, work and physical fitness (Vansteenkiste, et 
al., 2010).  Need satisfaction has also been shown to operate at multiple time-scales 
influencing both daily fluctuations in wellbeing as well as supporting long-term health 
behavior changes that reflect need fulfillment (Baard, Deci & Ryan, 2004; Reis, Sheldon, 
Gable, Roscoe & Ryan, 2000; Williams, Niemiec, Patrick, Ryan, & Deci, 2009).   
The Role of External Environments 
SDT contrasts markedly with psychological theories that define personality traits 
as central (and growth tendencies as peripheral) features of the psyche (Ryan, 1995).  
Where the personality is central, the individual in relation to the external environment is 
typically viewed as attempting to resolve inconsistencies (Ryan, 1995).  An alternative 
view of individuals as growth oriented has manifold implications but for wellness 
facilities the overarching implication is that external environments may play both an 
active and important role in encouraging the internalization of wellness promoting 




As previously stated, externally regulated behaviors and associated values may be 
integrated given supportive environments (Deci, Eghrari, Patrick & Leone, 1994; Deci & 
Ryan, 2000).  In fact, “integrative processes….are highly dependent upon contextual 
support” suggesting an active role for wellness facilities (Ryan, 1995, p. 399).  In the 
same vein, SDT allows for “prediction of the social circumstances and task 
characteristics” that support intrinsic motivation and are most conducive to positive 
growth, personal development, and psychological wellbeing (Deci & Ryan, 2000, p. 
233). As such, the quality of programs at individual wellness facilities may be evaluated 
to the extent that they are supportive as defined in SDT.  
SDT further postulates three fundamental and universal human needs, the 
satisfaction of which contributes significantly to enhanced psychological wellbeing (Ng 
et al., 2012; Williams, McGregor, Sharp, Levesque, Kouides, Ryan & Deci, 2006).   Thus 
a second crucial distinction in the context of external environments is that wellbeing may 
be predicted to the extent that these three basic needs are supported or thwarted (Deci & 
Ryan, 2000).   
5.5 CHAPTER SUMMARY 
This chapter introduced SDT as a theoretical framework and one suited to 
measuring enhanced wellbeing as the outcome of a stay at a wellness destination.  A 
macro-theory of human motivation, SDT provides a theoretical basis for evaluating the 
quality of motivations (intrinsic versus extrinsic) as these relate to subjective wellbeing 
Deci & Ryan, 2000).  SDT also describes direct precursors to subjective wellbeing, 




(Deci & Ryan, 2000).  The satisfaction of basic needs is thus the basis upon which 
wellness destination characteristics may be evaluated. 
The role of external environments for encouraging intrinsic forms of motivation 
and supporting basic need satisfaction is also highlighted in SDT.  External environments 
impact motivations by facilitating autonomy and the internalization of external values.  
Intrinsic motivation, in turn, is allied with need fulfillment and supports wellbeing, while 
amotivation and extrinsic forms (e.g. mandated behaviors) thwart wellbeing (Deci & 
Ryan, 2000).  The satisfaction of fundamental needs, essential to optimal functioning and 
psychological wellbeing, is dependent on autonomy supportive environments which 
facilitate relatedness and perceived competence (Deci and Ryan, 2008).   
Finally, psychological wellbeing as defined in SDT is consistent with how 
wellness is described in the wellness tourism literature as well as more generally.  SDT is 
premised on individuals being inherently active, growth-oriented and inclined toward 
psychological integration and optimal functioning (Deci & Ryan, 2000).  This is 
consistent with definitions of wellness and wellbeing where these are described as 
representative of self-responsibility, psychological integration, and high-level functioning 
as well as development of an individual’s highest potential (Bertsch & Ostermann, 2011; 
Miller & Foster, 2010).  Dunn (1961) further underscored the crucial role of 
environmental conditions for supporting and maintaining high-level wellness, as does 
SDT, and this is an important consideration in the current study where enhanced 
wellbeing is considered in the context of a wellness facility.   
In order to test the utility of SDT for measuring wellbeing as the outcome of a 






6.1 STUDY OVERVIEW 
Two focus group sessions with questions reflecting SDT constructs were 
undertaken at a wellness facility to confirm applicability in this context.  SDT constructs 
were used to generate focus group questions as well as analyze transcripts around a priori 
themes.  Focus groups are a means by which to explore a particular subject while 
involving several individuals’ perspectives simultaneously (Glesne, 2011).  Insights 
garnered through focus groups also make them particularly well-suited to exploratory 
kinds of research and focus groups were thus well-suited to the aims of the qualitative 
study (Glesne, 2011).   
6.1.1 Study Site 
A lifestyle retreat (or health resort) in the Southeastern US served as the study 
site.  The criteria to establish suitably was that the wellness facility should be 
representative of destinations in the US (see Section 3.6 Wellness Destinations), and the 
program should be well-established in order that enhanced wellbeing as an outcome 
might reasonably be expected.  
In operation for 38 years, the facility offers a wide-range of wellness services and 
activities.  These include spa treatments (facial, massage and nails), health and wellness 




including yoga, as well as outdoor activities and meditation opportunities.  The facility 
also encourages self-awareness through journaling, or individual counseling sessions, as 
needed.  
Initial site visits, a tour of the facility and in-depth interviews with the General 
Manager and Brand Manager, were conducted to establish the site’s suitability.  Guest 
reviews on the facility’s website as well as online guest reviews (e.g. 4.5 out of a 5 star 
rating based on 108 reviews in TripAdvisor) and media coverage pointed to the success 
of the program offered by the facility.  In addition, the facility was named as one of ten 
Spafinder Wellness 365 Readers' Choice Awards for 2014, and it was named a top weight 
loss resort in America by Fox News in 2013.  These, among numerous other accolades, 
confirmed that the facility was suitable for considering basic need fulfillment in a 
wellness tourism context. 
6.1.2 Focus Group Participants 
Wellness guests served as study participants.  A predefined segment of 
participants (in this instance wellness guests), reflects homogenous sampling (Glesne, 
2011; Patton, 2002).   In homogenous sampling, specific traits or characteristics 
associated with a sub-group and which are of particular interest for the purposes of a 
study, serve as the basis for selection (Glesne, 2011; Patton, 2002).    
Guests were invited to participate by wellness facility staff members.  A sign-up 
sheet was posted and participation was voluntary and on a first come basis with $25 gift 
cards offered in appreciation.  A consent form was read and circulated among guests 




either group fell within the suggested range of between eight and twelve participants 
(Glesne, 2011).   
6.1.3 Focus Group Questions 
In each case, focus group discussions were hour-long recorded sessions.  Focus 
group questions were crafted to reflect SDT constructs.  In particular, the satisfaction of 
the three basic needs and the construct mindfulness were considered. Two questions were 
posed per construct to ensure full consideration of each.  Each of the constructs, followed 
by the questions drafted to elicit discussion in the context of the wellness facility, is 
described in turn below.   
Autonomy Support 
Autonomy is defined as personal volition as well as following the dictates of an 
authentic self and is chief among the three basic needs defined in SDT (Ryan, Huta & 
Deci, 2000).  The external environment plays a key role in fostering need fulfillment 
(Deci & Ryan, 2000).  An autonomy supportive environment refers to one in which an 
individual’s innate propensity to integrate values or behaviors is supported (Deci & Ryan, 
2000).  It allows “for the individual to freely process and endorse transmitted values and 
regulations….or to modify or transform’ behaviors” (Deci & Ryan, 2000, p. 238).   
Questions in this sector were: 
Q: Would you describe the overall environment as generally supportive and 
understanding or rigorous and demanding?  
Q: How would you describe the relationship between yourself and instructors 





In SDT, autonomous self-regulation corresponds with intrinsic motivation or 
behaving autonomously (Deci & Ryan, 2000).  A continuum (see Figure 5.1: Four Mini 
Theories incorporated into SDT) from non-regulation to intrinsic regulation describes 
degrees of internalization of social or situational mores that are ideally assimilated as 
self-endorsed values (Deci & Ryan, 2000).  In SDT the process of internalization is 
regarded as an inherent organismic tendency, although under less than optimal conditions 
this process is forestalled (Deci & Ryan, 2000).  Within autonomy-supportive 
environments, however, internalization and self-regulation are supported (Deci & Ryan, 
2000).   
Questions in this sector were: 
Q: Do you feel more or less motivated to engage in wellness related activities at 
the wellness facility? Why / Why not?  
Q: How would you describe your motivation to engage in activities e.g. is it out of 
a sense of duty, or sheer enjoyment, or to gain approval etc.?  
Competence 
Competence is defined as the human “propensity to have an effect on the 
environment as well as to attain valued outcomes within it” (Deci & Ryan, 2000, p. 
231).  In the focus group sessions competence was considered relative to the activities 
that the facility offers and in which guests’ primarily engage or purpose for the 
visit.   Questions in this sector were: 




Q: Do you feel confident in managing your health and psychological wellbeing? 
To what extent does a stay here contribute to that sense of confidence?  
Relatedness 
Relatedness reflects “the desire to feel connected to others” in meaningful and 
personally satisfying ways (Deci & Ryan, 2000, p. 231).  Although relatedness may 
appear to be at odds with the need for autonomy, and while autonomy is regarded as the 
more crucial of the two, as long as relationships do not impinge on an individual’s sense 
of autonomy the two coexist and both remain necessary to psychological wellbeing (Deci 
& Ryan, 2000).   
 In the focus group sessions, relatedness was considered relative to wellness 
facility staff as well as other guests.   In at least one prior study, the social aspects of 
visiting a retreat or chance to interact with like-minded people was stressed (Kelly, 
2012).   
Questions in this sector were:  
Q: How important is your relationship with your instructors to your overall 
success here? 
Q: Do you feel a strong personal rapport with wellness facility instructors?  
Q: Does having others around you, who are engaging in the same activities, help 
or hinder progress? 
Q: How important are the other guests to your engagement in and motivation to 





Derived from Buddhist philosophy, mindfulness is described as “the state of being 
aware of what is taking place in the present” (Brown & Ryan, 2003, p. 822).  Awareness 
in this instance relates to both internal emotional cues as well as sensitivity to external 
experiences and situational cues (Brown & Ryan, 2003).  Advance states of mindfulness 
are associated with spiritually directed pursuits as well as states of attention engagement 
commonly referred to as flow (Brown, Ryan & Creswell, 2007; Wu & Liang, 2011).   
Opportunities for reflection or “to find my inner self” and “help better understand 
myself” were salient items among benefits sought in a prior study (Voigt et al. 
2011).  This is also consistent with Smith and Kelly’s (2006) discussion of wellness 
tourism destinations where they describe “alternative spaces” in which guests can engage 
in self- analysis without the stresses and distractions of home. 
Mindfulness can be cultivated under conducive conditions and through engaging 
in mindfulness practices (MacKillop & Anderson, 2007).  At the wellness facility 
mindfulness is encouraged through meditation, seminars on self-awareness, and activities 
that encourage personal reflection, such as journaling.   
Questions in this sector were: 
Q: How does being here change your relationship with ‘self’?  
Q: Does this alter your understanding of your own health and wellbeing and/or 
motivations to make changes?  
6.1.4 Qualitative Analysis 
Decrop (1999) addressed the topic of qualitative research in tourism studies and 




trustworthiness of results.  Based on the work of Denzin (1994), four types were 
identified namely: data, method, investigator, and theoretical triangulation (Decrop, 
1999).  Data triangulation refers to the use of a variety of data sources including primary 
sources such as focus group sessions and field notes, and secondary data sources such as 
online information and prior research studies (Decrop, 1999).  Data triangulation is then 
achieved by cross-referencing sources and identifying points of convergence as well as to 
provide independent confirmation of study results or conclusions (Decrop, 1999).   
 In the current study, data triangulation was used to guide and confirm qualitative 
study results.  Primary data sources included interview and observation notes and focus 
group transcriptions.  Secondary data sources included online information on the wellness 
facility under study including visitor feedback on travel websites, promotional and 
informational material on wellness tourism online, and other primary research studies in 
the areas of wellness tourism, health behavior change and applied SDT studies.  
Focus group transcriptions were coded in NVivo 10.  Template analysis was used 
to organize data around a priori themes as well as emergent themes based on SDT 
(Brooks & King, 2014).  In template analysis, an initial coding template is used to 
organize and summarize information into meaningful or important themes relative to the 
research question or area of study (Brooks & King, 2014).  Analysis typically begins with 
these predefined themes according to which data is segmented and coded (Brooks & 
King, 2014).  New themes are also identified at this time based on material not readily 
assimilated (Brooks & King, 2014).  The revised template with initial and emergent 
themes is then re-applied to the whole data set and refined to ensure coding accurately 




2014).  These stepped were followed in analysis in the current study.  Themes and 
subthemes are included in the study results section below.  A word count of coded text 
relevant to each major theme is also provided in Appendix C. 
6.2 STUDY RESULTS 
Focus group participants were predominantly female (79%), Caucasian (68%) and 
over 40 years of age (85%) which is consistent with the profile of wellness tourists 
(Kelly, 2012; Mak et al., 2009; Smith & Puckzo, 2008).  Approximately half had visited 
other wellness facilities while roughly half were first time visitors to a wellness facility.  
Themes and sub-themes are listed in Table 6.1 below.   





(1) Voluntary participation 
(2) Supportive staff 
Structure (3) Daily Schedules 
Autonomous Self-Regulation 
 
(4) Personal control 
(5) Variety 
Competence 
(6) Ability with Respect to Diet and Exercise 
(7) Overall confidence  
Relatedness 
(8) Overall tone 
(9) Guest camaraderie  
Mindfulness (10) Time for introspection 
 
6.2.1 Voluntary participation 
In the focus group sessions, participants described autonomy support with respect 
to voluntary rather than mandatory participation in scheduled programs. A typical 
response: 
It's a totally positive approach. Let's say I don’t know maybe I backslid 




to say, “Gee it's good to have you back, and we're glad you're motivated 
to keep on.” 
 
6.2.2 Supportive staff 
In reference to physical training, staff members were likened to “a good parent” 
and their treatment of guests was contrasted with the “drill sergeant” approach 
experienced at other facilities. A typical response:  
And it's as if you had…..a really good parent.  If you've got a staff that 
really believes in you, that you're going to do well, then you want to live 
up to those expectations rather than some of these trainers, they weigh 90 
pounds and they have no idea what it is to carry around this much 
weight.  They kind of look down on you, and you live down to their 
expectations because you can't do it.  Here everybody sort of believes in 
you, then yes you can do it.  They don't go, "Well where were you in 
the last 15 minutes? 
 
6.2.3 Daily Schedules 
A fundamental need for autonomy does not necessarily imply a lack of structure 
in the external environment (Jang, Reeve & Deci, 2010).  According to SDT, control not 
structure is detrimental to wellbeing (Vansteenkiste, et al., 2010).  Where structure 
suggests boundaries or restrictions, these are not perceived as controlling if associated 
guidelines are implemented in autonomy supportive ways (Vansteenkiste, et al., 
2010).  This too was indicated in the focus group sessions. A typical response: 
Which brings on another aspect of ... they've got scheduled programs, but 
you don't have to do the scheduled program.  You could do half of it, none 
of it, a quarter of it, be in the same room as the scheduled program and do 
your own thing, and nobody's hollering at you or screaming at you or 
you're not doing what you're supposed to.  When we first came, we kind of 
thought well why don't I have my personal trainer?  This thing is costing 
me a bundle.  Then I realized….What they're trying to do is put you at 
your own pace to do whatever you wish whenever you wish.  The schedule 





6.2.4 Personal Control 
At the wellness destination, autonomous self-regulation as the outcome of an 
autonomy supportive environment was also indicated. A typical response: 
To be able to control your own exercise schedule, to be able to control 
and have choices in what snacks you’ll have….You have the option of 
doing that versus where it’s a very regimented schedule, very, very strict. I 
don’t think that’s very realistic to real life. 
 
6.2.5 Variety 
Intrinsic motivation is aligned with autonomous self-regulation in terms of locus 
of control and manifests as those activities which are spontaneously and even 
enthusiastically undertaken ((Ryan, 1995).  At the wellness facility, this was evident with 
respect to the variety of activities offered. Typical responses: 
There is a lot of variety here.  You can experiment a lot and I think there's 
something almost childlike about that.... it's play really, right? 
 
They just happen to offer a lot of fun exercises to do here and it’s fun to 
try a different class every day. 
 
6.2.6 Ability with Respect to Diet and Exercise 
In the course of the focus group discussions, a heightened sense of competence 
was expressed in terms of managing diet and physical abilities. Typical responses: 
One of the things I'm most excited about is to learn how to cook and plan, 
and plan for these meals.  
 
We also see success.  There are things that I couldn't do before, that I can 
do now…. I went to a Zumba Gold class and I could do the first song.  It 





6.2.7 Overall Confidence  
Other participants commented that enhanced proficiency in the activities 
themselves were not an anticipated benefit of a stay.  These individuals were either 
already proficient in these areas or expected no more than modest gains with respect to 
diet and exercise.  Instead, they anticipated enhanced confidence overall. Typical 
responses: 
I feel like I’m defragging my hard drive every time I’m here. 
 
I think all of us will feel a lot more confident when we step out of here, that we 
have the tools to take on another challenge.  
 
6.2.8 Overall tone 
Relatedness was described as a function of the overall tone of the wellness 
facility, and attributed to the staff. A typical response: 
Somebody mentioned being in the cocoon, and that's what it's feeling 
like, a family atmosphere, concerned about each other,  not really 
knowing each other but we're here all for the same reason, and it 
clicks….And that starts with the staff.  
 
6.2.9 Guest camaraderie 
In addition, and with respect to fellow guests, a strong sense of camaraderie was 
evident and also appeared to play a role in encouraging involvement and enjoyment with 
respect to activities. A typical response:   
People have fun.  We're all sorts of different people in that pool having fun, but 
we're exercising because when we get out, I'm tired.  I can say that.  But it was 





6.2.10 Time for Introspection 
Mindfulness enhances one’s ability to make choices consistent with personal 
needs, values or interests and may be fostered through self-awareness and introspection 
(Brown & Ryan, 2003; Brown, Ryan, & Creswell, 2007).  Heightened self-awareness 
was described by wellness guests, with regard to activities such as journaling or more 
passive forms of reflection afforded by time availability. A typical response: 
I think we spend so much time here, especially in the classes, really 
understanding why you react to situations.  You just have so much time to focus 
on everything, how you eat, how you exercise, what you enjoy doing in a day, 
what you really like to read.  You really start to understand yourself again.  
6.3 DISCUSSION 
A conceptual model to describe the role of a wellness facility with respect to 
guests’ enhanced psychological wellbeing is presented below.   
 
 




Conditions of the external environment 
The overall tone was set by staff members (“it all starts with the staff”) who were 
described as supportive or warm and considerate.  Voluntary participation or attitudes of 
lifestyle coaches and physical trainers was also described as instrumental with respect to 
activities and encouraging autonomy and autonomous self-regulation.  Voluntary 
participation also implies personal volition, a necessary precursor to subjective wellbeing 
as described in theory (Deci & Ryan, 2000).  
Time for introspection appears to facilitate heightened self-awareness or 
mindfulness, which is both passively (e.g. natural setting) and actively (e.g. journaling) 
encouraged at the wellness facility.  Mindfulness is also in line with SDT where it is 
described as an important precursor to developing an authentic relationship with self, or 
true autonomy and is highly correlated with both need fulfillment and subjective 
wellbeing (Brown & Ryan, 2003; Ryan, Huta & Deci, 2006).   
Guest interactions and participation in activities 
Autonomous self-regulation with respect to diet and exercise was described in 
terms of having personal control over schedules rather than external pressure to 
participate in scheduled activities.  As empirical studies indicate, were behaviors are 
autonomously self-regulated, psychological health, heightened performance, and 
sustained changes in health related outcomes are indicated (Ng et al., 2012; Deci & Ryan, 
2000).  In theory, this is due to the role of autonomy supportive environments in 
encouraging internalization of external values (Deci & Ryan, 2000).   
Willing participation of the part of guests was also described in terms of the 




intrinsic motivation.  Intrinsic motivation reflects self-endorsed values and is manifest 
relative to tasks or activities that are willingly, even enthusiastically undertaken (Deci & 
Ryan, 2000).  This kind of motivation was evidenced in focus group discussions with 
respect to the variety of activities offered.  The facility also incorporates newer trends 
such as Zumba and paddle boarding, to ensure a range of options (personal 
communication, July 2013).   
Structured daily schedules with were also described favorably.  Highly 
orchestrated activities appear to have added to rather than detracted from perceived 
variety and enjoyment among guests.  This format was also described as preferable to 
other facilities where a laissez-faire approach to activities was described as too “foo-
fooey.” In theory, where structure facilitates the attainment of valued goals, it may 
contribute to perceived competence, integration of external values and overall wellbeing 
(Jang, Reeve & Deci, 2010).   
As far as guest camaraderie, interactions among guests were repeatedly 
highlighted as central to the wellness vacation experience, providing the most compelling 
examples of relatedness.  The word “sharing” was used on a number of occasions with a 
sense that such interactions were in themselves therapeutic.  Furthermore, relationships 
formed between guests and as described by those who had visited wellness facilities in 
the past, may also endure well beyond the vacation itself.  Interactions were also 
described in terms of motivation to engage in as well as enjoyment derived from 
activities.   In SDT, relatedness is one of the three basic needs and as such is a vital 




Perceived ability and overall confidence 
Guests indicated that exercise classes, wellness seminars and activities such as 
journaling contributed to a great sense of confidence or ability with respect to diet and 
exercise. Where competence is another basic need, it is also a necessary precursor to 
enhanced wellbeing (Deci & Ryan, 2000).   
In terms of overall confidence, where a strong sense of mastery in activities was 
not apparent, as noted above, focus group participants highlighted the benefits associated 
with a heightened sense of confidence or ability to cope overall as the result of a wellness 
stay.  Prior studies indicated that this is an important benefit associated with visiting a 
wellness facility.  Spa guests in one study, for example, alluded to restorative effects and 
a perceived, heightened “ability to cope” as primary benefits derived from a stay (Little, 
2013).   
Enhanced wellbeing 
Given the feedback provided by wellness guests and based on empirical studies 
and theoretical precepts, in the conceptual model enhanced wellbeing is proposed as the 
pinnacle or outcome of a stay at a wellness facility.  
6.4 CHAPTER SUMMARY 
This chapter presented the results of an initial qualitative study that was 
undertaken to confirm the applicability of SDT as a framework for measuring wellbeing 
as the outcome of a wellness vacation.   Two focus group sessions were conducted at a 
lifestyle retreat (or health resort) in the Southeastern US.   Focus group questions 
revolved around SDT tenets in the context of a wellness vacation and relative to 




Following analysis of focus group transcripts, a conceptual model was proposed 
to describe characteristics of a wellness destination that contribute to psychological 
wellbeing. The conceptual model reflects conditions of the external environment, namely 
the tone set supportive staff and voluntary participation in activities, as well as the 
facilitation of an overall mental state (mindfulness) conducive to enhanced wellbeing.  
Autonomy support and autonomous self-regulation relative to activities, and relatedness 
with respect to other guests further reflected fulfillment of two of the three basic needs.  
Reflecting the third basic need, a heightened sense of competence relative to activities as 
well as a heightened sense of confidence overall given supportive conditions and 
fulfillment of the other two basic needs was proposed as a conceptual precursor to 
psychological wellbeing.  
Based on the results of the qualitative study, structural equation models were 
hypothesized and tested in a follow-up quantitative study conducted at the same wellness 






7.1 STUDY OVERVIEW 
A quantitative study was undertaken at the wellness facility described in Chapter 
6.  The quantitative study examined the extent and manner in which wellbeing is 
enhanced.  Pre and post-visit surveys measuring basic need fulfillment and subjective 
wellbeing were administered to assess relative changes over the course of a wellness 
vacation. Two structural equation models were also proposed to determine the manner in 
which need fulfillment and subjective wellbeing are supported.   
Models were proposed based upon theoretical precepts, applied studies using 
SDT, prior wellness tourism studies, and results of the qualitative study described in 
Chapter 6.  Each model was hypothesized to reflect conditions at a wellness facility that 
may serve as precursors to enhanced wellbeing.  
SDT was the theoretical framework used in the quantitative study.  A crucial 
distinction relative to other theories is that in SDT, wellbeing may be predicted to the 
extent that three basic needs are satiated or thwarted (Deci & Ryan, 2000).  SDT further 
suggests that individuals’ require ambient supports or favorable conditions to foster 
growth, psychological integration and wellbeing (Deci & Ryan, 2000).  In the current 
study the conditions or characteristics of a wellness facility that contribute to need 




7.2 STUDY HYPOTHESES 
Paired sample t-tests were conducted to determine if need fulfillment and 
subjective wellbeing were significantly enhanced overall.  In order to answer the first 
research question described in Chapter 1 namely, Is enhanced psychological wellbeing 
the outcome of a wellness vacation?, the following hypotheses were proposed: 
H1: A stay at a wellness facility significantly increases perceived autonomy. 
H2: A stay at a wellness facility significantly increases perceived competence. 
H3: A stay at a wellness facility significantly increases perceived relatedness. 
H4: A stay at a wellness facility significantly increases guests’ happiness. 
H5: A stay at a wellness facility significantly increases perceived life satisfaction. 
H6: A stay at a wellness facility significantly increases perceived vitality. 
H7: A stay at a wellness facility significantly increases perceived positive affect. 
H8: A stay at a wellness facility significantly decreases perceived negative affect. 
7.2.1 Model 1 Hypotheses 
In addition, two structural equation models were conceptualized to account for the 
manner in which psychological wellbeing is supported.  These models address the 
remaining research questions described in Chapter 1, namely: Does program design at a 
wellness facility contribute to psychological wellbeing?, Does perceived competence 
among guests at a wellness facility contribute to enhanced psychological wellbeing?, and 
Do relations at a wellness facility contribute to psychological wellbeing?  
A brief overview of the conceptual models and hypotheses are presented next. 
Study model hypotheses in the context of SDT and prior studies are described in more 




function in a manner similar to successful health care programs that affect positive 
behavior change (Ng et al., 2012).  This model was tested relative to features typical of 
lifestyle retreats or health resort programs in the US, namely diet in terms of catered 
meals and wellness seminars on healthy eating, and exercise classes to promote physical 
health and wellness (Global Wellness Institute, 2013). 
Based on health care studies as well as applied research in sport and physical 
education, a health care program is ideally autonomy supportive, a necessary precursor to 
autonomous self-regulation among participants (Ng et al., 2013).  Autonomous self-
regulation, in turn, positively impacts Competence which, as one of the three basic needs 
has a direct impact on wellbeing (Ng et al., 2013).  Thus Competence appears to partially 
mediate the relationship between autonomous self-regulation and psychological 
wellbeing (Ng et al., 2013).   
In study Model 1, the extent to which a wellness facility represents an autonomy 
supportive environment and one in which wellness tourists integrate values and 
behaviors, or exercise autonomous self-regulation, was measured with respect to focal 
points of the wellness facility, namely (1) diet and (2) exercise (Deci & Ryan, 2000; 
personal communications, 2013).   
It should be noted that although a single model was hypothesized, and identical 
measurement scales were used (with either the word diet or exercise substituted in each 
case), two separate models, one for diet and the other for exercise, were estimated in 
analysis.  This was because Autonomy support, Autonomous self-regulation and 




to include multiple constructs was not feasible given the small sample size.  Sample size 
and factor loadings are described in more detail below.   
In prior health care and physical education studies the third basic need, 
Relatedness, is typically framed as an extension of the autonomy supportive environment 
and measured with respect to health care providers, coaches or teachers (Chatzisarantis, 
Hagger, Biddle, Smith & Wang, 2003; Ng et al., 2013).  In the current study, however, 
Relatedness was measured among guests as these interactions based on focus group 




Figure 7.1: Study Model 1 
 
That is, while wellness facility staff was credited with “setting the tone” other 
guests were described in terms of participation and enjoyment in dinning and exercise 
activities and with more meaningful and in some instances longer term relationships 
beyond the vacation itself.  Each model hypothesis is discussed in more detail below.  
For Model 1, overall, the following hypotheses were proposed: 




H2: Autonomous Self-Regulation positively impacts Competence. 
H3: Competence positively impacts Wellbeing. 
H4: Autonomous Self-Regulation positively impacts Wellbeing. 
H5: Guest Relatedness positively impacts Wellbeing. 
7.2.2 Model 2 Hypotheses 
A second conceptual model was proposed in which a wellness facility was 
presumed to function in a manner similar to a Restorative environment, or one which 
promotes wellbeing outside of an individual’s daily routine and beyond passive 
relaxation (Hartig, Mang & Evans, 1991).  Whereas the term Restorative environment is 
typically used in reference to a natural setting, in so much as meditation and mindfulness 
lead to stress reduction and enhanced mental competence, a wellness facility may 
function in a manner which achieves comparable aims (Kaplan, 2001).  Stress reduction 
or conversely, relaxation, is a salient motivation and benefit associated with taking a 
wellness vacation (Chen, Prebensen and Huan, 2008; Kelly, 2012; Little, 2013; Mak, 
Wong & Chang, 2009).  Enhanced competence or ability to cope as suggested in focus 
group discussions may also be facilitated through mindfulness practice (Brown & Ryan, 
2004a).  Once again, the construct Mindfulness was tested in relation to SDT constructs 







Figure 7.2: Study Model 2 
 
Study Model 2 (see Figure 7.2) was also premised on themes in the wellness 
tourism literature.  Smith and Kelly (2006) suggested that wellness destinations are 
alternative spaces which lend themselves to introspection and self-analysis.  In one study, 
opportunities “to find my inner self” and “help better understand myself” were highly 
rated aspects of a wellness vacation (Voigt et al. 2011). Attention on self, which is 
facilitated through meditation and mindfulness, is also a facet of wellness and one that 
has been included as a key concept in the wellness tourism literature (Bertsch and 
Ostermann, 2011; Mueller & Kaufmann, 2001; Voigt, Brown & Howat, 2011).  
In SDT, Mindfulness facilitates consideration of the “meaning and value” of one’s 
life trajectory as well as the evaluation of personal goals or activities, a process necessary 
to Autonomous self-regulation through the integration of external values (Brown & Ryan, 
2003, p. 822).  Mindfulness was thus hypothesized as a precursor to autonomous self-




hypothesized to influence an overall sense of competence along the lines of a Restorative 
environment and where mindfulness and competence are shown to be significant 
correlates (Brown & Ryan, 2003; Kaplan, 2001).  In Model 2, and again based on focus 
group sessions, Relatedness was measured with respect to other guests as these 
interactions appear primary.  As Relatedness does not appear to be correlated with 
aspects of mindfulness, and where an emphasis in the current study is on attention paid to 
self rather than other, a direct relationship between Mindfulness and Relatedness was not 
hypothesized. .  Each model hypothesis is discussed in more detail below.  
For Model 2, overall, the following hypotheses were proposed: 
H1: Mindfulness positively impacts Autonomous self-regulation. 
H2: Mindfulness positively impacts Competence. 
H3: Competence positively impacts Wellbeing. 
H4: Autonomous self-regulation positively impacts Wellbeing. 
H5: Guest Relatedness positively impacts Wellbeing. 
7.3 SDT CONSTRUCTS 
7.3.1 Autonomy support 
In SDT, an Autonomy supportive environment refers to one in which an 
individual’s intrinsic motivations and innate propensity towards personal growth and 
psychological wellbeing are supported (Deci & Ryan, 2000).  An Autonomy supportive 
environment is also one that allows “for the individual to freely process and endorse 
transmitted values and regulations….or to modify or transform” associated behaviors 
(Deci & Ryan, 2000, p. 238).  While the process of internalization is regarded as an 




(Deci & Ryan, 2000).  This is one reason the external environment, and in particular an 
Autonomy supportive environment, is considered crucial to psychological wellbeing in 
SDT (Deci & Ryan, 2000).   
7.3.2 Autonomous self-regulation  
In SDT, Autonomous self-regulation is associated with the internalization of 
mores or behaviors ideally assimilated as self-endorsed values (Deci & Ryan, 2000).  
That is, autonomous self-regulation occurs when values with respect to domain specific 
activities are self-endorsed (Deci & Ryan, 2000).   
SDT also suggests a continuum from external forms of regulation to intrinsic self-
regulation (see Figure 5.1: Four Mini Theories incorporated into SDT).  External forms 
of regulation, locus of causality or motivation are associated with decreased subjective 
wellbeing (Deci & Ryan, 2000).  Conversely, intrinsic motivations, internal loci of 
causality and autonomous self-regulation, facilitate wellbeing (Deci & Ryan, 2000).   
Where actions are autonomously self-regulated, health outcomes, heightened 
performance, and sustained behavior changes are further indicated (Ng et al., 2012).  In a 
meta-analysis of studies on exercise, sport and physical education a theoretical continuum 
of external versus internal locus of causality and intention to engage in activities and 
wellbeing was also supported (Chatzisarantis, Hagger, Biddle, Smith & Wang, 2003). 
7.3.3 Competence 
Competence is described as the human “propensity to have an effect on the 
environment as well as to attain valued outcomes within it” (Deci & Ryan, 2000, p. 231).  
One of the three basic needs defined in SDT, it is also contributes directly to 




study, perceived competence was more highly correlated with health outcomes than any 
other predictor (Ng et al., 2012).  A stay at a wellness facility may further support an 
overall sense of competence defined not as a skill set but as a pervasive confidence in or 
enhanced ability to cope.  Spa patrons in one study, for example, alluded to the 
restorative effects of spa treatments and a heightened “ability to cope” as a primary 
benefit derived from a stay (Little, 2013).   
7.3.4 Relatedness 
Another of the three basic needs as defined in SDT, Relatedness is simply defined 
as “the desire to feel connected to others” (Deci & Ryan, 2000, p. 231).  In at least one 
prior study, the social aspects of a wellness vacation or chance to interact with like-
minded people was stressed and in the same vein, Relatedness in the current study was 
measured with respect to other wellness facility guests (Kelly, 2012).   
7.3.5 Mindfulness 
Derived from Buddhist philosophy, Mindfulness is defined as “the state of 
being attentive to and aware of what is taking place in the present” (Brown & 
Ryan, 2003, p. 822).  In theory, Mindfulness represents a state of heightened 
consciousness and unfiltered awareness (Brown, Ryan, & Creswell, 2007).  That is, 
Mindfulness is described as an engaged but objective state free of internal or 
discriminatory filters (Brown & Ryan, 2003). While awareness is both outwardly and 
self-directed, it is not ego-driven; rather Mindfulness demonstrates an awareness of one’s 
immediate experiences with respect to emotions, sensations, and thoughts as well as 
perceptions derived from the surroundings (Brown et al., 2007).  As such, it is associated 




individual is apprised of what is occurring internally and in the environment, the more 
healthy, adaptive, and value-consistent his or her behavior is likely to be” (Brown & 
Ryan, 2004b, p. 114). 
As internal state awareness it also enhances one’s ability to make choices 
consistent with personal needs, values or interests but again distinct from ego driven self-
focus which is not considered psychologically beneficial (Brown, Ryan, & Creswell, 
2007).  Although Mindfulness is regarded as an innate human capacity SDT recognizes, 
however, that this capacity can be greatly enhanced through practice or training (Brown, 
Ryan, & Creswell, 2007). 
In empirical studies, a positive relationship between mindfulness and 
psychological wellbeing has further been demonstrated (Brown, Ryan, & Creswell, 
2007).  One study, for example, empirically tested and validated a relationship between 
Mindfulness and mood repair (Brown & Ryan, 2003).  A more recent study on cultivating 
sacred moments tested and validated the relationship between Mindfulness, improved 
subjective wellbeing and stress reduction (Goldstein, 2007).   
7.4 MEASURES OF WELLBEING 
In the current study, the construct Wellbeing was measured in terms of 
satisfaction with life, positive and negative affect, subjective happiness and vitality. The 
Satisfaction with Life Scale (SWLS) and the Positive and Negative Affect Schedule 
(PANAS) measuring affective states are the most widely used measures of psychological 
wellbeing as discussed in Chapter 5.  The Subjective Vitality Scale (SVS) and Subjective 
Happiness Scale (SHS) were included in the first instance to reflect an emphasis on 




included as the reflection of a positive psychological state and one having strong 
associations with leisure pursuits including leisure travel (Lu & Hu, 2005; Nawijn, 2011).  
Individual scales for these measures of wellbeing used in the current study are described 
in more detail below.  
7.4.1 Satisfaction with Life Scale  
The Satisfaction with Life Scale is a 5 item scale that assesses an individual’s 
personal judgment of his or her satisfaction with life overall (Diener, Emmons, Larsen, & 
Griffin, 1985).  Life satisfaction thus reflects the “cognitive component of subjective 
wellbeing” rather than situational components or affective states (Lyubomirsky & 
Lepper, 1999, p. 138). It is also considered a subjective measure in so much as it reflects 
a respondent’s own viewpoint (Diener et al., 1985).  The scale has been used extensively 
in self-determination studies that have measured well-being (Edmunds, Ntoumanis, & 
Duda, 2007; Sheldon, & Kasser, 1998; Sheldon, & Niemiec, 2006; Sheldon, Ryan, Deci, 
& Kasser, 2004).  In one such study, for example, need satisfaction among overweight 
patients who participated in a three month weight-loss program positively predicted life 
satisfaction (Edmunds, Ntoumanis, & Duda, 2007).   
7.4.2 Positive and Negative Affect Schedule 
The Positive and Negative Affect Schedule (PANAS) represent two distinct 
dimensions of affect (Watson, Clark & Tellegan, 1988).  Each dimension is represented 
by 10 response items.  Positive Affect (PA) measures feelings of enthusiasm, energy and 
individual engagement when highly rated and lethargy or sadness when items are rated 
poorly or lower on a seven point scale (Watson et al., 1988).   Negative Affect (NA) 




while low NA reflects internal calm (Watson et al., 1988).  PA has been shown to 
correspond with social activities and the satisfaction and frequency of pleasant events 
(Watson et al., 1988).  NA on the other hand corresponds with stressful events, inability 
to cope and health complaints when scores are high (Watson et al., 1988).  Prior SDT 
studies measuring PA and NA include research on gymnasts given autonomy-supportive 
environments as well as a study on motivation profiles for sport participation more 
generally (Gagne, Ryan, & Bargmann, 2003; Vlachopoulos, Karageorghis & Terry, 
2000). 
7.4.3 Subjective Vitality Scale 
The Subjective Vitality Scale (SVS) used in this study is a state level assessment 
of vitality (Nix, Ryan, Manly, & Deci, 1999; Ryan & Frederick, 1997).  Subjective 
vitality is described as feelings of aliveness and alertness and is associated with the 
energy available to the self (Deci and Ryan, 2008: Ryan & Deci, 2001).  As it reflects the 
conscious experience of energy and vitality, it is also associated with a fully functioning 
and psychologically healthy individual and by extension, eudaimonic well-being (Ryan & 
Frederick, 1997).   
Deci and Ryan (2008) note that this perspective contrasts with theories of 
motivation in which self-regulation is viewed as depleting of energy; in SDT by contrast, 
vitality is associated with basic need fulfillment and self-motivation and only controlled 
behaviors or external forms of regulation are viewed as draining of energy (Deci & Ryan, 
2008b).  Also of relevance to the current study, subjective vitality was associated with 
self-motivation and maintained weight loss among patients undergoing treatment for 




7.4.4 Subjective Happiness Scale 
The Subjective Happiness Scale (SHS) is a four item scale measuring global level 
happiness (Lyubomirsky & Lepper, 1999).  In SHS, happiness is framed as dispositional 
rather than an assessment of particular life circumstances or domains (Lyubomirsky & 
Lepper, 1999).  That is, without proposing a definition Lyubomirsky and Lepper (1999) 
described happiness as an aspect of wellbeing and one that reflects an individual’s 
capacity for happiness and distinct from life satisfaction or affective states.   
The pursuit of happiness, where this is associated with pleasure attainment as well 
as pain avoidance has been characterized as hedonic and thus criticized for emphasizing 
transitory desire over meaningful experience where the latter is associated with 
eudaimonic pursuits and personal growth (Ryan & Deci, 2001).  Nonetheless, even in 
hedonic or casual leisure pursuits, as Stebbins (2001) argued, are regenerative and 
relaxing benefits as well opportunities for relatedness. 
Although SHS reflects global and dispositional happiness, even daily fluctuations 
in need fulfillment have been shown to positively impact happiness (Ryan & Deci, 2001).  
In an empirical study, for example, even the successful completion of a leisure or non-
compulsory activity positively impacted both subjective happiness and vitality (Ryan & 
Deci, 2001).   
7.5 STUDY HYPOTHESES AND SDT  
7.5.1 Study Model 1 
Autonomy Support and Autonomous Self-regulation 




In theory, an Autonomy supportive environment is an important precursor to 
Autonomous forms of self-regulation (Deci & Ryan, 2000).  For the current study, an 
Autonomy supportive environment represents an exogenous variable and is postulated to 
reflect the role of the wellness facility.   
In empirical studies, the importance of autonomy supportive environments has 
also been demonstrated (Deci & Ryan, 2000b). A number of health management studies 
have shown that these not only support behavior change but by extension, positively 
impact mental and/or physical health outcomes; studies on academic achievement have 
likewise demonstrated that autonomy supportive environments positively impact self-
regulation and personal achievement (Miquelon & Vallerand, 2006; Ng, Ntoumanis, 
Thogersen-Ntoumani, Deci, Ryan, Duda & Williams, 2012; Williams, McGregor, Sharp, 
Levesque, Kouides, Ryan and Deci, 2006).  Conversely, in another study, health-risk 
behaviors such as cigarette, alcohol and drug use were found to be most prevalent among 
adolescents who perceived their parents as controlling rather than autonomy-supportive 
(Williams, Hedberg, Cox, & Deci, 2000).   
Autonomous Self-regulation and Perceived Competence 
H2: Autonomous Self-Regulation positively impacts Competence. 
In the current study, Autonomous self-regulation positively impacts Wellbeing as 
well as Competence.  In the same meta-analysis of health care studies, Autonomous self-
regulation appeared to partially mediate the relationship between autonomy support and 
perceived competence; that is correlation coefficients between autonomy support and 




competence (.48) were much higher than between autonomy support and perceived 
competence (.12) directly (Ng et al., 2012).   
Perceived Competence and Wellbeing 
H3: Competence positively impacts Wellbeing. 
As one of the three basic needs in SDT, Competence is an essential precursor to 
psychological wellbeing (Deci & Ryan, 2000). 
In the current study, Competence is hypothesized to impact Wellbeing.  In a study 
on an intervention to encourage tobacco use cessation, Autonomous self-regulation was 
shown to have the greatest impact on Perceived Competence, which in turn contributed to 
sustained abstinence beyond the effects of medication (Williams et al., 2006).  In the 
meta-analysis of health studies Perceived Competence also had  a significant correlation 
(.33; .39) with health outcomes across two models; in one model it was also higher than 
Autonomous self-regulation (.11) which suggests that it may partially mediate the 
relationship between Autonomous self-regulation and Wellbeing an (Ng et al., 2012).    
Autonomous Self-regulation and Wellbeing 
H4: Autonomous Self-Regulation positively impacts Wellbeing. 
In SDT where Autonomy is a fundamental need, Autonomous self-regulation is 
expressed with respect with specific tasks or activities and corresponds with intrinsic 
forms of motivation (Deci & Ryan, 2000).   
Particularly relevant to the current study where diet and exercise are central foci 
of a wellness facility, in a meta-analysis of studies examining the perceived locus of 




continuum was supported in which internalized forms of regulation were more highly 
correlated with psychological wellbeing (Chatzisarantis et al., 2003).  
Relatedness and Wellbeing 
H5: Guest Relatedness positively impacts Wellbeing. 
In SDT, Relatedness is one of the three basic needs and thus essential to 
psychological wellbeing (Deci & Ryan, 2000). Autonomy support in an educational 
setting was not significantly correlated with Relatedness, presumably because the 
teacher-student relationship was not considered primary from students’ perspective 
(Sheldon & Ryan, 2011).  In the current study and as indicated in focus group 
discussions, Relatedness is framed as an exogenous variable in terms of guest interactions 
as fellow guests play a key role in encouraging involvement and enjoyment in activities 
as well as the overall wellness vacation experience. 
Empirical studies support the role of Relatedness in facilitating psychological 
wellbeing although results appear somewhat mixed.  In a study which examined need 
satisfaction in an exercise context, all three basic needs were significantly correlated with 
measures of wellbeing, however, Relatedness was not as highly correlated as the other 
two (Wilson, Longley, Muon, Rodgers, & Murray, 2006).  Also in the context of physical 
activity, however, another study demonstrated that Relatedness had the greatest impact 
on Positive Affect than the other two needs (Wilson & Bengoechea, 2010).   
7.5.2 Study Model 2 
Mindfulness and Autonomous Self-regulation 




In theory, Mindfulness is associated with individuals acting in a manner that is 
consistent with personal values and interests, thus Mindfulness is viewed as supportive of 
Autonomous self-regulation which is described in terms of behaviors that are self-
endorsed (Brown & Ryan, 2004a).   
Brown and Ryan (2003) assessed trait level measures of MAAS relative to daily 
variations in self-regulatory and affective wellbeing.  As predicted, Mindfulness was 
significantly correlated with both self-regulatory behaviors and lower Negative Affect 
(NA) although it did not have a significant impact on Positive Affect (PA) (Brown & 
Ryan, 2003).  They also tested state mindfulness and found that was associated with self-
regulatory activity, as well as both higher PA and lower NA (Brown & Ryan, 2003).  In 
the current study, a trait level scale, Mindful Attention Awareness Scale (MAAS), was 
used and adapted to the context of the wellness vacation, with questions prefaced by the 
phrase: “while at the health resort.” 
Mindfulness and Competence 
H2: Mindfulness positively impacts Competence. 
In theory, Mindfulness facilitates psychological wellbeing through satisfaction of 
the basic needs for Autonomy, Competence, and Relatedness (Brown & Ryan, 2003).  In 
a study on the nature and measurement of Mindfulness operationalized through MAAS, 
Mindfulness further demonstrated a particularly high correlation (.43) with Competence 
(Brown & Ryan, 2004a).   
In the current study, Mindfulness is hypothesized to positively and significantly 
impact Competence or ability to cope.  This is also consistent with prior research which 




(Brown et al., 2007).  Affect regulation, in turn, is described as a skill fundamental to 
mental health, mood repair and adaptive functioning, all of which are suggestive of a 
greater ability to cope with unpleasant moods or situations (Brown et al., 2007) 
Competence and Wellbeing 
H3: Competence positively impacts Wellbeing. 
As one of the three basic needs, Competence in theory is a precursor to 
psychological wellbeing,  In Model 2, Competence is assessed as an overall ability to 
cope rather than with respect to diet and exercise (As in: I am better able to cope with 
life’s ups and downs).  Although no empirical studies were found that tested a link 
between Competence and Wellbeing, Ntoumanis, Edmunds and Duda (2009) proposed a 
theoretical framework for integrating cognitive-motivational-relational theory with basic 
need satisfaction to demonstrate a link between need satisfaction, stress appraisal and 
coping strategies, and positive outcomes and affective states.   
In Study Model 2, Hypotheses 4 and 5 are identical to study Model 1 and are 
discussed above.  
7.6 STUDY METHODS 
7.6.1 Study site  
The wellness facility described in Chapter 6 served as the site for the current 
study.  This facility is representative of facilities in the United States and with respect to 
study hypotheses, relevant activities and classes are offered.  
Diet is addressed through catered, organic meals, cooking classes and seminars 




(personal communication, 2013).  Exercise is addressed through a schedule of classes that 
range from water aerobics to yoga, aerobics, dance and floor exercise, and elliptical and 
treadmill routines (personal communications, 2013).  In addition, outdoor activities such 
as early morning walks, bicycling and paddle boarding are strongly encouraged (personal 
communication, 2013).    
The wellness facility also offers activities associated with Mindfulness which 
includes meditation exercises, group forums on topics such as mind-body connections 
and life transitions, and self-reflection and awareness techniques such as journaling 
which are rated highly by wellness guests (personal communication, 2013).   
7.6.2 Study sample 
Wellness guests served as the study sample and as representatives of tourists who 
make up the wider wellness tourist market for destinations in the United States.  
Sample size 
Altogether, 205 post-visit surveys were returned one of which was eliminated due 
to missing data (N=204).  Post-visits results included the 192 responses that were 
matched with pre-visit survey responses and used in the paired sample t-test described 
above.  Twelve additional unmatched surveys were included in the SEM analysis as study 
models were generated using scales included in the post-visit survey questionnaire only. 
The number of completed surveys for model estimation in the current study was 
nonetheless smaller than anticipated.  While there is little argument that larger sample 
sizes are preferable, as Iacobucci (2010) noted “it is of some comfort that SEM models 
can perform well, even with small samples (e.g. 50 to 100)” particularly where models 




In SEM, sample size is impacted by model complexity or the number of free 
parameters to be estimated, with more complex models requiring larger sample sizes 
(Kline, 2011).   As such, sample size is often described in terms of the ratio of 
observations or sample cases to free parameters (Kline 2011; Westland, 2010).  Kline 
(2011) suggested a ratio of 20 cases per model parameter.  Westland (2010), on the other 
hand, indicated that a more realistic 10:1 ratio is often suggested while a considerably 
lower 5:1 ratio was proposed by Bentler (1989).  An alternative and arguably superior 
approach to ad hoc estimations of sample size using model parameters is a ratio of 
indicator to latent variables since information input in SEM increases with the number of 
indicator variables as well as observations (Westland, 2010). Simulation studies suggest 
that a 3:1 ratio of indicator to latent variables requires a minimum sample size of 200 
observations, a criterion that is satisfied in the current study (Westland, 2010).   
Bentler and Yuan (1999) note that the default estimation technique used in SEM 
as well as the current study,  namely maximum likelihood estimation (ML), is sensitive to 
violations of multivariate normality but can used successfully in smaller sample sizes.  
Based on Monte Carlo simulation studies, 200 was again suggested as a minimum sample 
size for ML estimation although relatively stable results were reportedly obtained in even 
smaller sample sizes (Tanaka, 1989).   Kline (2011) further noted that while sample sizes 
of 200 is not advised for estimation techniques other than ML, this sample size is typical 
of survey studies reported in personality, social psychology and management journals.   
7.6.3 Data Collection 
Data was collected onsite between October 2013 and February 2015.  The 




which ranges between one week and up to several months (personal communication, 
2013).   
Wellness staff members were provided with scripts which explained the nature of 
the study and solicited voluntary participation from guests.  An introductory page further 
established the study purpose, survey respondents’ rights and study participation consent 
(see Appendix E and F). Envelopes with adhesive seals were also provided to ensure 
confidentiality of responses. No incentives were offered for participation.   
Pre-visit surveys were administered during an initial physical screening which 
takes place shortly after guests’ arrival. Each guest who participated was assigned a 
unique code that was entered on the survey cover sheet.  This code was re-entered by 
staff on the post-visit surveys to ensure results could be paired in analysis.  Post-visit 
surveys were administered during an information session conducted at the conclusion of 
the stay and in which all guests participate prior to departure.  
7.6.4 Survey questions 
Survey questions reflecting SDT constructs were measured using scales retrieved 
from the Self Determination Theory website (www.selfdeterminationtheory.org/theory/).  
These scales are provided with descriptions of their application, reliability and validity, 
an explanation of how they should be scored along with sample studies in which they 
have been used.  Scales measuring aspects of psychological wellbeing (PANAS, SWLS, 
SHS and SVS) were also retrieved from the website of survey authors where possible 
(see Appendix D).   
Questions measuring Basic Need Fulfillment along with measures of 




of comparison in analysis.  In analysis, individual questions, as well as the NA scale were 
reverse coded per instructions.  For example, three of the items on the 9-item scale 
measuring basic need fulfillment were reverse coded as each construct contained a single 
item that was negatively worded (e.g. for Competence, one item was worded as follows: 
In my daily life, I often feel inadequate or incompetent).   
Composites scores were generated by summing and averaging item responses.  A 
separate composite score for the ten items measuring Positive Affect and ten items 
measuring Negative Affect, for example, were generated as these are considered distinct 
factors or constructs.  
In addition to study constructs, survey questions included demographic 
characteristics and number of prior visits to a wellness facility.  Finally, two separate 
questions established the extent to which study participants exercised and followed a 
healthy diet prior to visiting the wellness facility.  
7.6.5 Structural Equation Modelling 
What is Structural Equation Modeling? 
A unique characteristic of SEM over other multivariate techniques is that latent 
constructs and their relationships may be modelled (Kline, 2011).  SEM is a ‘hybrid’ 
technique, incorporating both path and factor analysis (Weston & Gore, 2006).  In path 
analysis causal modelling of relationships among observed variables are undertaken, in 
factor analysis relationships between observed variables and latent constructs are of 
interest; in SEM relationships between observed variables, observed variables and latent 
constructs, as well as among latent constructs are considered simultaneously (Crowley & 




In SEM, both exogenous and endogenous variables are specified within a model. 
Exogenous variables have causes that are not modeled while endogenous variables have 
precursors included in the model (Kline, 2011).  As such, endogenous variables also 
include error terms (disturbances) that represent the unexplained variance in the 
dependent variable (Kline, 2011).  This variance may be due either to unreliable scores or 
omitted factors; while the two are necessarily confounded they are treated conceptually as 
latent constructs (Kline, 2011).  
Every latent variable is SEM also requires a scaling constant (unstandardized 
residual path coefficient) in order that estimates regarding affect size can be generated as 
well as being a prerequisite for model identification (Kline, 2011).  Model identification 
implies that a unique solution for parameters as specified is possible (Bollen, 2002; 
Kline, 2011).  Model identification is one of the more demanding requirements of SEM 
and is made more so through the inclusion of latent constructs (Kline, 2011).  Generally 
speaking, every latent construct must contain at least two indicators and error terms 
should not correlate across constructs (Kline, 2011).  
Justification for Use in the Current Study 
Structural Equation Modeling (SEM) was the data analytical technique used to 
assess study models.  SEM is a means by which to estimate complex models involving 
latent constructs as described above (Kline, 2011).  SEM estimates both the relationships 
between observed and latent variables, as well as parameters between latent constructs 
(Hoyle, 1995). To do so, SEM requires a priori specification of constructs which are 
represented in statistical terms (Hoyle, 1995, Kline, 2011).  Model fit is then assessed 




data (Kline, 2011).  Crucial to the interpretation of causal paths among latent constructs, 
however, are theoretically derived constructs and their hypothesized relationships 
(Crowley & Fan, 1997; Kline, 2011).   
SEM is suited to confirmatory rather than exploratory kinds of research questions 
while other multivariate techniques are described as essentially descriptive or exploratory 
in nature (Crowley & Fan, 1997; Kline, 2011).  As such, SEM also relies upon well-
validated theoretical constructs as is the case in the current study (Kline, 2011).  SDT has 
been widely applied and verified empirically including the validity and reliability of 
scales used in SDT (http://www.selfdeterminationtheory.org/) (Deci & Ryan, 2000).   
SEM refers to a number of general linear modeling procedures that are combined 
in a single model (Hoyle, 1995, Kline, 2011). Prior to SEM, Weston and Gore (2006) 
noted that researchers lacked appropriate statistical techniques for multivariate modelling.  
Along the same lines, Crowley and Fan (1997) attributed the growth and popularity of 
multivariate statistical techniques to the nature of research in the social and behavioral 
sciences.  With the increasing complexity of research questions, univariate techniques 
were rendered unsuitable and were replaced by techniques such as SEM capable of 
modelling complexity (Crowley & Fan, 1997).   
The underlying theory by which statistical techniques were amalgamated and 
which has come to define SEM surfaced in the early 1970s, but it was only after the 
advent of user-friendly software that SEM’s prominence in the social sciences was 
solidified (Hoyle, 1995).  Statistical arguments in favor of SEM and multivariate analysis 




multiple tests to achieve comparable results, the test error rate is inflated (Crowley & 
Fan, 1997).    
7.6.6 Model fit indices 
A noteworthy advantage over other modeling techniques, SEM offers a statistical 
basis for assessing overall model fit (Crowley & Fan, 1997; Weston & Gore, 2006). In 
SEM, fit indices are essentially measures of model-data correspondence (Kline, 2011).  
SEM concerns the specification of a model and model parameters; these parameters 
articulate statistically a series of hypotheses regarding the measurement of and 
relationships between variables (Hu & Bentler, 1999).  Assessing model fit is thus 
analogous to hypothesis testing and a central consideration in the interpretation of SEM 
results (Hu & Bentler, 1999).   
Model fit is typically assessed using a number of fit indices as each highlights 
particular characteristics of model-data correspondence and includes particular short-
comings or limitations (Kline, 2011; Weston & Gore, 2006).  SEM models are almost 
invariably assessed using a χ
2
 goodness-of-fit statistic (Hu & Bentler, 1999).  A 
significant χ
2 
suggests that the hypothesized and data generated model are not appreciably 
similar and thus a non-significant χ
2 
is desirable (Tabachnick & Fidell, 2007).   
Alternative model fit indices are also typically considered which unlike the χ
2
 
goodness-of-fit statistic do not differentiate between chance deviation and deviation 
associated with poor model fit (Kline, 2011).  Kline (2011) describes four categories of 
fit indices which are not necessarily mutually exclusive: (1) absolute, (2) incremental, (3) 
parsimony-adjusted, and (4) predictive.  In the last instance, predictive indices estimate 




but most applications of SEM are not compatible with this approach (Kline; 2011).  
Examples of the other three categories are provided below.  Collectively, such fit indices 
are referred to as approximate indices because they describe degrees of fit rather than 
representing a dichotomous (reject-retain the null hypothesis) statistical decision rule as 
does the χ
2
 statistic (Hu and Bentler, 1999; Kline, 2011). 
The most widely reported indices in SEM are Goodness-of-fit Index (GFI), 
Comparative Fit Index (CFI), Root mean square error of approximation (RMSEA), and 
Standardized Root Mean Square Residual (SRMR) (Kline, 2011).   
GFI is an example of an absolute fix index and is expressed as an estimate of the 
covariance explained relative to no model at all (Hu & Bentler, 1999).  GFI is analogous 
to R
2
 which summarizes variance in regression, except that GFI accounts for variance in 
the model overall (Weston & Gore, 2006).  GFI is expressed as a proportional measure 
with values ranging between 0 and 1 (Kline, 2011).    For interpreting GFI, ≥ .95 
indicates a good fit and ≥.90 acceptable fit (Schermelleh-Engel, Moosbrugger & Müller, 
2003). Drawbacks associated with GFI include that statistical tests of exact model fit are 
conceptually unlikely (Weston & Gore, 2006).  GFI is also sensitive to sample size; that 
is an increase in GFI is likely with increased statistical power or increased sample size 
(Kline, 2011; Weston & Gore, 2006).  A variation of GFI, the Adjusted Goodness-of-fit 
Index is essentially the same index but takes the degrees of freedom or model complexity 
into account, favoring parsimony by penalizing the addition of model parameters (Byrne, 
2010).   
CFI is an example of an incremental fit index.  An incremental fit index compares 




Usually the null (independence) model is used for purposes of comparison.  An 
independence model assumes zero covariance between observed variables, in other words 
that no relationships among variables exists at all (Hu & Bentler, 1999;Weston & Gore, 
2006).  CFI values range from 0 to 1 with higher values indicating better fit (Weston & 
Gore, 2006).  Although by convention ≥.90 represents acceptable fit, more recent 
consensus suggests using a higher cutoff of ≥.95 (Weston &and Gore 2006).  The CFI 
index, along the same lines as the GFI index, has been criticized on the grounds that a no-
relationship scenario is almost always implausible and the specified model is highly 
likely to constitute an improved fit relative to the independence model (Kline, 2011).   
RMSEA is an example of a parsimony-adjusted index.  In general, parsimony is 
considered an important criterion for assessing model fit and is often a consideration in 
choosing between alternative models (Schermelleh-Engel, et al. 2003).   Parsimony 
adjusted indices correct for model complexity; that is they take into account degrees of 
freedom in favor of simpler models (Kline, 2011).   
RMSEA is based on population parameter estimates rather than a central chi-
square distribution and is used to compare model versus sample covariance (Kline, 2011).  
RMSEA is scaled in terms of poorness-of-fit with decreasing values indicating better fit 
and zero the best fit (Kline, 2011).  Kline (2011) notes, however, that zero does not imply 
perfect fit because only parameters are specified.  In fact, a criticism of RMSEA is that 
model fit is assessed up to expected parameter values rather than absolute values (Kline, 
2011).  Limitations include that the generality of the thresholds in RMSEA tends to vary 
because of the non-centrality distribution that is used and thus results may be harder to 




confidence intervals are necessarily included and must be interpreted to along with 
RMSEA to assess overall goodness-of-fit.  RMSEA may also tend to favor larger models 
because it is sensitive to the relatively few degrees of freedom in smaller models (Kline, 
2011). Root mean square error of approximation (RMSEA) is ideally < .06 to .08 with 
confidence interval < .06 (Schermelleh-Engel et al., 2003).   
SRMR is a summary statistic using standardized or correlation matrices to 
describe the overall difference between observed and predicted correlations.  The root 
mean square residual (RMR) is also the absolute mean but of covariance residuals based 
on specified and obtained variance-covariance matrices (Bollen 1989; Kline 2011).  RMR 
is the fit index provided in AMOS.  RMR = 0 represents perfect model fit, although RMR 
of  < 0.08 is considered acceptable (Kline 2011; Schreiber et al., 2006).  
Finally, two frequently reported fit indices provided in AMOS and which will be 
included in the current study include the Normed Fit Index (NFI), and Incremental Fit 
Index (IFI) (Byrne, 2011).  These are both incremental fit indices or a comparison 
between the hypothesized and independence (null) model as a measure of overall 
covariation and are represented as a ratio ranging from 0 to 1 or perfect fit (Byrne, 2011).   
An original recommendation of ≥.90 for a well-fitted model has again been replaced by a 
the more strenuous ≥.95 cut-off (Byrne, 2011).   
The wide use of NFI notwithstanding, this index was criticized for 
underestimating fit in smaller sample sizes (Byrne, 2011).  IFI was thus developed using 
the same basic computations but taking parsimony and sample size into account (Byrne, 
2011).  It has the same range of scores and interpretation as NFI (Byrne, 2011).  A 




Table 7.1: Model fit indices 
 
 






Good fit 0 ≤ x ≤ .05 90% CI < .06 ≥ .95 ≥.95 < 0.08 ≥ .95 
 
7.6.7 Data Analysis 
The first step in data analysis was to assess whether a significant increase in basic 
need fulfillment and wellbeing was evident among study participants over the course of 
the wellness vacation. Pre and post-visit surveys were administered with scales 
measuring basic need fulfillment (Autonomy, Competence, Relatedness) and subjective 
wellbeing (Happiness, Vitality, Life satisfaction, and Positive and Negative Affect). 
Paired sample t-tests of composite score were then conducted in analysis.  IBM SPSS 
Statistics 22 was used to generate demographic information and perform t-tests. 
Two structural equation models were also proposed based on SDT constructs. 
Models were estimated using post-visit survey results and modified scales measuring 
SDT constructs in the context of a wellness facility.  Study models were estimated using 
IBM SPSS Statistics 22 and AMOS 22 and Maximum Likelihood Estimation.  
7.7 STUDY RESULTS 
7.7.1 Demographics 
Wellness guest demographics at the facility under study are comparable to those 
reported in prior studies, that is predominantly or  female (72%), well-educated with 
74.4% holding a post-secondary degree, and affluent with 71% reporting an annual 




terms of age, over the time period in which data was collected, the youngest wellness 
guest was 16 and the oldest was 84 with the majority (32%) between the ages of 51 and 
60. Among participants who reported their length of stay, almost half (45%) stayed for 
one week (see Table 7.2: Length of Stay and Age Groups).   
 
Table 7.2: Length of Stay and Age Groups 
 






1 week 32 ≤ 20 years 2% 
2 weeks 14 21 to 30 years 7% 
3 weeks 1 31 to 40 years 11% 
4 weeks 18 41 to 50 years 19% 
5 weeks 1 51 to 60 years 32% 
6 weeks 1 61 to 70 years 25% 
7 weeks 0 ≥ 71 4% 
8 weeks 0   
9 weeks 0   
10 weeks 1   
11 weeks 0   
12 weeks 3   
 
 
Among participants reporting frequency of exercise and healthful eating habits prior 
to taking a wellness vacation, the majority of study participants did not exercise at all 
(21%) or exercised very little (22%), and did not follow a healthy diet at all (22%) or to a 






Table 7.3: Study Participants Additional Demographics  
 
 
Gender Relationship Education 
Female 72% Married 55% High School 5% 










Caucasian 87% Less than $40,000 5% 
African-American 4% $40,001-$60,000 5% 
Hispanic/Latino 3% $60,001-80,000 7% 
American Indian 1% $80,001-$100,000 11% 
Multiracial 3 % $100,001-$150,000 18% 
Other 2% $150,001 - $200,000 13% 
  $200,001 to $300,000 9% 
  $300,001 or above 32% 
 
 
7.7.2 Pre and post-surveys 
Missing data 
Pre and post surveys (N=192) were checked for missing data.  For the pre-visit 
surveys, missing data accounted for no more than 1.6% (or 3 observations) for a single 
variable, and well below .5% of the data overall (Kline, 2011).  In addition, a review of 
the original surveys indicate that the omissions were random; that is either a single item 
or a page of the survey appears to have been accidentally overlooked (Kline, 2011).  In 





Post-visit surveys had no more than 2.1% (or 4 observations) missing per variable 
for relevant constructs and again well below .5% overall.  The PANAS was the most 
problematic in this regard although omissions appear to have been the result of time 
constraint or personal inclination rather than systematic oversight.  One survey 
respondent, for example, noted “too much” next to the 20 item PANA schedule rather 
than assess each affective state of the seven point scale provided.  In each case, missing 
data were once again substituted using the sample mean for each item (Kline, 2011).  
Although single imputation or mean substitution may reduce variability and distort the 
sample distribution by making the mean more peaked, such concerns are less pronounced 
for larger data sets and where the proportion of missing data is low (Kline, 2011).   
Data Screening 
Data was screened for skewness and kurtosis as these are indicators of univariate 
normality (Tabachnick & Fidell, 2007).  Cut-off values for assessing normality are 
provided by Kline (2011) as (>|3) for skewness and (>|10) for kurtosis.  Morgan, Leech, 
Gloeckner and Barrett (2011) suggest, however, that t-tests are fairly robust with respect 
to violations of normality.   
Item responses were checked based on the above criteria both before and after 
composite scores were generated.  Four of these items were on the PANAS, for example, 
three of which were associated with consistently low ratings for negative affect (hostile, 
jittery and afraid) which is unsurprising given the context.  After composite scores were 
generated, however, extreme scores were diminished for skewness and kurtosis and all of 





A paired-samples t-test was conducted to compare pre and post-visit means with 
respect to basic need fulfillment (Autonomy, Competence, and Relatedness) and 
measures of wellbeing, (Happiness, Vitality, Life Satisfaction, Positive and Negative 
Affect).  As indicated in Table 7.4: Paired Sample T-Tests for Basic Needs and 
Wellbeing, differences in mean pre and post scores across all measures were significant 
at the p < .05 level on a two tailed test. Thus study hypotheses 1 through 8 were 
supported. Also, these results indicate that among guests at the wellness facility under 
study, basic need fulfillment and psychological wellbeing were enhanced over the course 
of the vacation.  
Table 7.4: Paired Sample T-Tests for Basic Needs and Wellbeing 
 











(2 tailed) Lower Upper 
Autonomy  .656 1.362 .099 .462 .849 6.669 191 .001 
Competence  .377 1.353 .098 .184 .569 3.859 191 .001 
Relatedness  .386 1.730 .125 .140 .633 3.094 191 .005 
Happiness .412 1.266 .091 .232 .592 4.507 191 .001 
Life Satisfaction .462 1.529 .110 .244 .680 4.187 191 .001 
Vitality 1.136 1.395 .101 .938 1.334 11.288 191 .001 
Positive Affect .974 1.098 .079 .817 1.130 12.289 191 .001 
Negative Affect -.743 1.106 .080 -.900 -.585 -9.302 191 .001 
 
7.7.3 Models  
Missing data 
For the study models, missing data were present but limited accounting for no 




overall (Kline, 2011).  While missing data appeared largely random, the variable with the 
most missing values was a single item Likert scale response (Before coming to the health 
resort, I always exercised regularly; Not at all = 1 to Very true = 7) which may have been 
interpreted as an example question given its placement on the survey.  This variable was 
not however of great concern as it was not included in either study model.  All missing 
values were once again replaced with the sample mean for each item (Kline, 2011).  
Data screening 
Data was also screened for outliers.  For continuous variables, standardized scores 
greater than +/- 3.29 which are disconnected from other z-scores are considered outliers 
(Tabachnik & Fidell, 2007).  According to Kline (2011), outliers may occur due to data 
entry errors or as an indication that a study participant is not from the intended 
population.  Neither scenario was justifiable in the current study. First an inspection of 
data frequencies was conducted and in the second instance, study participants were all 
wellness tourists and thus representative of the target population.  Steps were thus taken 
to reduce the influence of these outliers or extreme scores in analysis (Kline, 2011).  As 
the overall number of outliers was small, extreme scores were converted to the next 
closest score within three standard deviations of the mean (Kline, 2011).  Overall, six 
variables were modified in this way.    
Parcels 
 To optimize the number of indicators for model identification, as well as improve 
item to subject ratio, scales for hypothesized constructs were parceled (Little, Rhemtulla 
Gibson & Schoemann, 2013).  Cunningham, Shahar and Widaman (2002) suggest that 




assigned to parcels. Composite scores for scales measuring facets of Wellbeing were 
calculated, however, items measuring Autonomy Support (6 items), Autonomous self-
regulation (6 items), Mindfulness (15 items) and Guest Relations (6 items after two were 
dropped from the scale) were all parceled accordingly.  Life Stress had also demonstrated 
sufficient reliability and sampling adequacy with all the items loading on a single factor.  
Three parcels, each with three randomly selected indicators were created accordingly. 
Skewness and Kurtosis 
Composite scores were screened for skewness and kurtosis as indicators of 
univariate normality (Tabachnick & Fidell, 2007).  Byrne (2010) noted that skewness 
impacts tests of means while kurtosis may impacts tests of variances and covariances.  
Values greater than +/ - 2 are typical criteria for establishing asymmetrical or kurtotic 
distribution (George & Mallery, 2010).  In the current study, several items were 
positively kurtotic (leptokurtik) as indicated in Table 7.5: Skewness and Kurtosis.  
Positive kurtosis refers to distributions that are peaked with thick tails (Kline 2011).  This 
occurs when survey item responses consistently fall on around a particular score or 
response value (Kline 2011).   In the current study, a consistently high degree of self-
regulation was reported among study participants.  As a characteristic of the sample 
population, this may be interpreted as evidence that taking a wellness vacation 
demonstrates a high degree of internal motivation with respect to enhancing health and 
thus suggests a self-selecting pre-condition.    
Non-normal data may be improved through square root or logarithmic 
transformations, however, these commonly used techniques are suitable for correcting 




other options include using an alternative estimation technique or deleting data.  
According to Finney and DiStefano (2006), ML is fairly robust with respect to slightly 
non-normal continuous data and its use is recommended under these conditions.  
Moderately non-normal data is defined as data with a skewness < 2 and kurtosis < 7 
(Finney & DiStefano, 2006).  One parceled item exceeded these criteria (see Table 7.5: 
Skewness and Kurtosis) and was deleted from further analysis.  
 







self reg 3 
Diet Auto 










Skew 1.855 -1.355 -1.619 -1.640 -1.992 -2.481 -1.835 
SE of 
Skew 
.170 .170 .170 .170 .170 .170 .170 
Kurt. 6.321 2.153 2.288 2.585 4.055 7.783 3.027 
SE of 
Kurt. 
.339 .339 .339 .339 .339 .339 .339 
 
 Sampling Adequacy 
In SEM, correlations should also be examined to ensure sample data is suitable 
for factor analysis. All study factors met suggested criterion as discussed below.  Results 
are reported in Table 7.6: Reliability and Sampling Adequacy. 
Bartlett’s Test of Sphericity and the Kaiser-Meyer-Olkin (KMO) Measure of 
Sampling Adequacy are two tests performed in SPSS (Tabachnick & Fidell, 2007).   
Bartlett’s is a test of the null hypothesis that correlations in a matrix are zero and so 
results are ideally significant, in other words the null hypothesis is rejected (Tabachnick 




between variables, KMO which is also typically used with values ranging between zero 
and 1, and values of .6 and above considered to be good (Tabachnick & Fidell, 2007).   
According to Kaiser’s (1974) characterization of ratio results, a KMO of 0.90 and above 
may be considered outstanding, in the 0.80 range very good, in the 0.70 range average, 
the 0.60 range tolerable, the 0.50 range miserable, and values below 0.50 may be 
considered unacceptable, in other words factor analysis should not be performed.  By this 
criteria factor analysis remains viable despite the low KMO value. 
Multicollinearity 
Weston and Gore (2006) suggest testing independent variables for 
multicollinearity as high inter-correlations are not only suggestive of redundancy but may 
produce unreliable regression estimates that are especially problematic for causal path 
interpretation.  The variance inflation factor (VIF) is a ratio of standardized variance and  
unique variance and may be used as a measure of multicollinearity (Kline, 2011).  Kline 
(2011) suggests a VIF > 10.0 signals an unacceptable level of collinearity between 
variables.   One item for Autonomoy support with respect to diet exceeded 5.0 which is 
another often referenced critical value.  While this is suggestive of redundancy, it remains 
within the suggested upper bounds provided by Kline (2011). The table with variable 
collinearity is presented in Appendix J.   
Scale Reliability 
In some instances, scale items were deleted to improve reliability.  One item 
measuring Overall Competence was removed.  Likewise, Guest relations was adapted 
from a Relatedness scale of 2 of the 8 items were removed.  An item measuring 




Table 7.6: Reliability and Sampling Adequacy 
 
 
Constructs Items α Factor(s) KMO Bartlett’s 
Guest Relatedness 
Guest Relations 8 - 2 .847 p < .001 
Guest Relations 2 items deleted 6 .848 1 .820 p < .001 
Guest Relations parceled 3 .861 1 .708 p < .001 
Mindfulness 
Mindfulness 15 - 3 .896 p < .001 
Mindfulness parceled 3 .862 1 .727 p < .001 
Diet 
Autonomy Support  6 .937 1 .891 p < .001 
Autonomous Support parceled 3 .933 1 .739 p < .001 
Autonomous Self-Regulation 6 .845 1 .865 p < .001 
Autonomous SR parceled 3 .850 1 .730 p < .001 
Perceived Competence 4 .892 1 .816 p < .001 
Exercise 
Autonomy Support  6 .905 1 .886 p < .001 
Autonomous Support parceled 3 .924 1 .756 p < .001 
Autonomous Self-Regulation 6 .845 1 .865 p < .001 
Autonomous S-R parceled 3 .886 1 .721 p < .001 
Perceived Competence 4 .882 1 .842 p < .001 
Overall Competence 
Overall Competence 4 .827 1 .712 p < .001 
Overall Competence 1 item deleted 3 .940 1 .683 p < .001 
Wellbeing 
Positive Affect (PA) 10 .866 1 .902 p < .001 
Negative Affect (NA) 10 - 3 .760 p < .001 
Subjective Vitality Scale (SVS) 6 .919 1 .897 p < .001 
Subjective Happiness Scale (SHS) 4 .864 1 .809 p < .001 
Subjective Happiness 1 item deleted 3 .903 1 .750 p < .001 
Satisfaction with Life Scale (SWLS) 5 .888 1 .852 p < .001 
Wellbeing (PANA, SH, SWL, SV)  5 .577 1 .686 p < .001 
Wellbeing 1 item deleted (NA) 4 .739 1 .637 p < .001 
 
uncommon for reverse coded items to demonstrate a low factor loading, and in the 




current study from an established measure of competence, it was not surprising that an 
item in hindsight was unsuitable and it was adjusted accordingly.   Reliability, which is 
defined in terms of the internal consistency of items in a scale, was assessed using 
Cronbach’s Alpha (α) (Kline, 2011).  According to Kline (2011), reliability coefficients 
of .90 and above may be considered excellent, of .80 and above very good and .70 and 
above adequate.  Cronbach’s Alpha score for all of the items scales are reported in Table 
7.6: Reliability and Sampling Adequacy.  Revised scales with corresponding scores are 
likewise reported above.  
Construct Reliability 
In SEM, each endogenous variable includes an error or disturbance term which 
accounts for unexplained variance attributable either to measurement error or 
misspecification (Kline, 2011). In the second instance error terms or disturbances, which 
reflect residual variance, represent unmeasured constructs or causes that are not 
accounted for by the model (Kline, 2011).  A reliable measure thus exhibits less error 
while unreliable measures are considered poor reflections of latent constructs (Weston & 
Gore, 2006).  As the endogenous variable Overall Competence demonstrated high error 
terms and was associated with a large number of modification indices as well as 
significant parameter changes.  This construct was thus removed from analysis and 
Competence relative to diet and exercise was modeled separately instead.  Where SEM is 
essentially a confirmatory rather than an exploratory analytical technique, in this instance 
pitfalls associated with a scale not previously tested for construct validity and reliability, 




7.7.4 Measurement model  
SEM is comprised of two parts, namely: (1) a measurement model that describes 
the relationship between observed variables or indicators and latent variables akin to 
confirmatory factor analysis, and (2) a structural model which also includes the 
relationships between latent constructs and is akin to multiple regression analysis 
(Schreiber, Nora, Stage, Barlow & King, 2006).   
Factor loadings 
Factors were re-examined after each model was generated.  Loadings for SWLS 
was low (.40, .40, .37) across all three studies and it was removed from further analysis.  
As a global or trait level measure of cognitive assessments of wellbeing, it was 
conceptually distinct and least likely to be influenced by daily fluctuations in wellbeing.   
In terms of factor loadings, relatively high standardized factor loadings (> .70) are 
desirable while indicators with standardized loadings between.40 and.70 are likely 
candidates for removal where feasible (Nunkoo, et al., 2013; Kline, 2011).  In the current 
study, indicators with standardized loadings ≤.40 were removed from further analysis.  
Factors with loadings of ≥ .50 were retained.  Although this factor loading is not 
desirable, an important consideration in this instance was sampling adequacy or a 
sufficient indicator to factor ratio for model identification (Weston & Gore, 2006).  




7.7.5 Structural model  
Parameter estimates 
Interpreting the structural portion of an SEM model involves parameter estimates 
or path coefficients which are analogous to beta weights in regression analysis (Weston 
& Gore, 2006).  Structural paths and factor covariances are evaluated in terms of 
statistical significance and are assessed in the current study at the p < .05 level.  The 
significance of parameter estimates is also the basis upon which study hypotheses are 
evaluated (Byrne, 2011).  Results for the current study are tabulated below. 
Squared multiple correlations have the same interpretation as R
2 
or portion of 
variance explained by predictors, in SEM including the indicator variables, and are also 
examined (Byrne, 2010; Kline, 2011).  Finally, causal paths between exogenous and 
endogenous variables are further presumed with relationships theoretically specified a 
priori and interpreted accordingly (Kline, 2011).  
Model fit 
In addition to the χ2 (chi-square) statistic included with the models and addressed 
in the discussion section, other model fit indices are reported in Table 7.8: Fit indices 
below.  Based on these indices, the models represent adequate fit across most criteria 
with the exception of the RMSEA for Model 2 which is ideally below .08 with a lower 
bound confidence interval of .050.  Also for Model 1A and 2, the measure of residuals or 
RMR exceeds 0.08. While the CFI and IFI, where the latter is a parsimony adjusted fit 
indices based on NFI, all suggest adequate to good fit, the GFI and AGFI suggest only 






Table 7.7: Hypothesis testing based on parameter estimates 
 
Hypotheses Est. S.E. p- value Result 
Model 1A: Autonomy-support and Diet     
H1 Auto support impacts Autonomous self-reg. .142 .041 <.001 Supported 
H2 Autonomous self-reg. impacts Comp. .785 .114 <.001 Supported 
H3 Comp positively Wellbeing .155 .048 .001 Supported 
H4 Auto self-reg. impacts Wellbeing. .254 .052 <.001 Supported 
H5 Relatedness impacts Wellbeing. .294 .076 <.001 Supported 
Model 1B: Autonomy-support and Exercise     
H1 Auto support impacts Autonomous self-reg. .149 .049 .002 Supported 
H2 Autonomous self-reg. impacts Comp. .895 .126 <.001 Supported 
H3 Comp positively Wellbeing .187 .058 .001 Supported 
H4 Auto self-reg. impacts Wellbeing. .390 .106 <.001 Supported 
H5 Relatedness impacts Wellbeing. .222 .064 <.001 Supported 
Model 2A: Mindfulness and Diet     
H1: Mindfulness impacts Autonomous self-reg.   .222 .048 <.001 Supported 
H2: Mindfulness impacts Competence. .528 .087 <.001 Supported 
H3: Competence impacts Wellbeing. .249 .044 <.001 Supported 
H4: Auto self-regulation impacts Wellbeing. .358 .076 .011 Supported 
H5: Relatedness impacts Wellbeing. .159 .048 .001 Supported 
Model 2B: Mindfulness and Exercise     
H1: Mindfulness impacts Autonomous self-reg.   .177 .044 <.001 Supported 
H2: Mindfulness impacts Competence. .263 .083 .005 Supported 
H3: Competence impacts Wellbeing. .179 .042 <.001 Supported 
H4: Auto self-regulation impacts Wellbeing. .408 .083 .011 Supported 




Study models with standardized parameter estimates, variance and chi-square:  
 
 





















Table 7.8: Fit indices for Model 1A: Autonomy support and Diet; Model 1B: 
Autonomy support and Exercise; Model 2A: Mindfulness and Diet; Model 2B: 






NFI IFI CFI RMR GFI AGFI 
1A Diet .070 .055 .909 .953 .952 .095 .896 .856 
1B Ex. .076 .062 .909 .949 .948 .067 .891 .848 
2A Diet .070 .056 .896 .945 .944 .079 .896 .856 
2B Ex. .085 .072 .887 .929 .929 .096 .872 .823 
 
Residuals 
Residuals should be checked as additional measure of discrepancy between 
sample data and the fitted covariance matrices (Ping, 2004).  Standardized residuals may 
be interpreted along the lines of a t-test with absolute values ≥ +/- 2 suggestive of poor 
model data correspondence (Ping, 2004).  As a measure of overall fit, the number of 
residuals with values over 2 is compared with the number that might have occurred by 
chance (Ping, 2004).  Ping (2004) suggests between 5 – 10% of residuals over +/- 2 are 
tolerable for model interpretation and to establish good model-fit. All three models 
demonstrated adequate fit by this criterion.  The highest residual covariance (4.341) as 
well as the largest number of residuals over +/- 2, was evident for Model 2 
(Mindfulness), but not sufficient to warrant model re-specification beyond what was 
suggested by the tests of mediation.   
Modification indices 
Finally, modification indices were considered.  Modification indices describe 
changes in χ
2




model parameters or covariance between error terms (Kline, 2011; Schreiber et al., 2006).  
A primary consideration, however, is sufficient justification including theoretical 
implications of each modification (Nunkoo et al., 2013).  Across the four study models 
and both in terms of the significance of proposed changes and a compelling basis upon 
which to make them, no modifications to improve model fit were justifiable and none 
were made in the current study.  
Mediation 
Testing for mediation involves four steps: (1) establishing a statistically significant 
relationship between the predictor and outcome variable, (2) establishing a statistically 
significant relationship between the predictor and mediator variable, and (3) establishing 
a statistically significant relationship between the mediator and outcome variable 
independent of the predictor variable (Howell, 2006).  Once these relationships are 
confirmed, (4) mediation is assessed by comparing regression weights (Warner, 2013).  
In full mediation, the relationship or path estimate between the predictor and outcome 
variable should approach zero and no longer be significant after the mediator variable has 
been introduced (Howell, 2006).  To establish partial mediation, the path estimate should 
decrease with the addition of the mediator, in effect demonstrating that the relationship 
between the predictor and outcome variables is influenced by it (Warner, 2013).  While 
the path estimate between predictor and outcome variable may not approach zero and still 
be significant, partial mediation is established by comparing path estimates to assess 
whether an apparent change is significant (Preacher & Hayes, 2004). The statistical 




strength of an indirect effect to the null hypothesis of zero effect (Preacher & Hayes, 
2004).   
 
Table 7.9: Test for Full and Partial Mediation  
 
 





Model 1A: Diet (Autonomy Support           Autonomous self-regulation) 
1. Autonomy support             Wellbeing  .216 (.48) .038 p < .001 
2. Autonomy support             Auto self-reg. .120 (.23) .041 p = .004 
3. Autonomous self-reg.           Wellbeing .522 (.58) .080 p < .001 
4. Auto support (Au. self-reg.)  Wellbeing .123 (.38)* .042 p < .001 
Model 1A: Diet (Autonomous self-regulation          Competence) 
1. Auto self-regulation             Wellbeing .522 (.58) .080 p < .001 
2. Auto self-regulation             Competence .780 (.54) .115 p < .001 
3. Competence            Wellbeing .364 (.60) .051 p < .001 
4. Auto self-reg. (Competence)  Wellbeing .323 (.36)** .078 p < .001 
Model 1B: Exercise (Autonomy Support           Autonomous self-regulation) 
1. Autonomy support             Wellbeing .307 (.42) .069 p < .001 
2. Autonomy support             Auto self-reg. .131 (.22) .046 p < .001 
3. Autonomous self-reg.           Wellbeing .680 (.52) .125 p < .001 
4. Auto. support (Au. self-reg.)  Wellbeing .266 (.34)* .063 p < .001 






Table 7.9: Test for Full and Partial Mediation  
 
 





Model 1B: Exercise (Autonomous self-regulation          Competence) 
1. Auto self-regulation             Wellbeing .680 (.52) .125 p < .001 
2. Auto self-regulation             Competence .961 (.51) .135 p < .001 
3. Competence            Wellbeing .310 (.47) .062 p < .001 
4. Auto self-reg. (Competence)  Wellbeing .488 (.38)** .120 p < .001 
Model 2A: Diet (Mindfulness          Autonomous self-regulation) 
1. Mindfulness             Wellbeing .232 (.39) .052 p < .001 
2. Mindfulness            Auto self-regulation .200 (.34) .048 p < .001 
3. Auto self-regulation            Wellbeing .517 (.52) .080 p < .001 
4. Mindfulness (Auto self-reg.) Wellbeing .138 (.22)** .048 p = .005 
Model 2A: Diet (Mindfulness          Competence) 
1. Mindfulness             Wellbeing .232 (.39) .052 p < .001 
2. Mindfulness            Competence .502 (.47) .087 p < .001 
3. Competence           Wellbeing .343 (.60) .051 p < .001 
4. Mindfulness (Competence) Wellbeing .083 (.14)** .087 p = .089 
Model 2B: Exercise (Mindfulness          Autonomous self-regulation) 
1. Mindfulness             Wellbeing .232 (.39) .052 p < .001 
2. Mindfulness            Auto self-regulation .188 (.29) .056 p < .001 
3. Auto self-regulation           Wellbeing .517 (.52) .080 p < .001 
4. Mindfulness (Auto self-reg.) Wellbeing .172 (.27)** .049 p < .001 
Model 2B: Exercise (Mindfulness          Competence) 
1. Mindfulness             Wellbeing .232 (.39) .052 p < .001 
2. Mindfulness            Competence .232 (.22) .082 p = .005 
3. Competence           Wellbeing .281 (.47) .049 p < .001 
4. Mindfulness (Competence) Wellbeing .194 (.31)* .049 p = .005 





Results of the quantitative study indicated that participant demographics are 
consistent with wellness tourist demographics reported in prior studies.  Statistically 
significant increases in composite scores for measures of three basic needs and for the 
five scales measuring subjective wellbeing were also indicated.  This suggests that among 
study participants wellbeing was enhanced over the course of the vacation.      
Likert scales were used for survey questions and as such, it was not surprising that 
some of the items displayed leptokurtic (positive kurtosis) distributions.  In addition to 
ML estimation, estimates using unweighted least square, which is not based on ML 
assumptions of normality, were also generated (Nunkoo, 2013).  Similar results were 
obtained across both methods suggesting that normality assumptions were within bounds 
and ML was appropriate (Finney & DiStefano, 2006). 
Model fit 
Model fit was assessed in terms of fit indices, the strength and significance of 
parameter estimates, and variance accounted for in endogenous variables (Weston & 
Gore, 2006).  Across all three models, χ2 was significant suggesting that none of the 
models represent a good fit compared with the null hypothesis (Kline, 2011).  As the χ2 
index is sensitive to sample size and violations of normality, additional model fit indices 
were considered (Tabachnick & Fidell, 2006). Other fit indices suggested moderate to 
good model fit overall with models for Autonomy support demonstrating slightly better 
fit than models for Mindfulness and Diet demonstrating better model fit than Exercise.  
Each of the parameter estimates in the current study was significant at the p < .05 




Competence and Autonomous self-regulation with respect to Wellbeing across models 
and lowest for Relatedness, which is consistent with results in prior SDT studies (Ng et 
al., 2012).    
Variance explained 
Squared multiple correlations were also generated and reported for endogenous 
variables (Schreiber et al., 2006).  A value of .50 for variance explained is described as 
moderate by Nunkoo et al. (2013) although this interpretation is not discipline specific.  
As reported in a tourism and leisure journal, Mehmetoglu (2011) cited .25 for variance 
explained in a model’s dependent variable as a noteworthy result and as a general rule of 
thumb, a .10 as a lower bound for an acceptable amount of variation explained.   
Overall, the first model (Diet) of the three accounted for the highest variance (.51) 
in wellbeing.  Surprisingly, given the strong theoretical and empirical support for a 
relationship between Autonomy supportive environments and Autonomous self-
regulation, in the context of the current study, the variance accounted for by this 
association was negligible in both the Diet (.07) and Exercise (.05) models.  Along the 
same lines, while Mindfulness accounted for variations in Autonomous self-regulation 
(.38) and Competence (.25) with respect to diet, it accounted for very little of the 
variation Autonomous self-regulation (.10) and a negligible amount for Competence (.06) 
in terms of Exercise.  Implications are discussed in Chapter 8.   
Autonomy support 
Autonomy support had a direct impact on Wellbeing (see Figure 8.1: Revised 
Model 1A – Autonomy support and Exercise and Figure 8.2: Revised Model 1B – 




Autonomy support and Autonomous self-regulation with respect to Wellbeing evident in 
both models.  In addition, Autonomy support had a negligible influence on Autonomous 
self-regulation for both Diet (.07) and Exercise (.05) in terms of variance explained.  
These findings confirm at least one other study, which found that Autonomy support did 
not predict Autonomous motivation with respect to physical activity among study 
participants who received autonomy supportive counseling (Fortier, Sweet, O’Sullivan & 
Williams, 2007). 
Mindfulness 
In the current study, Mindfulness had a far greater impact on Diet in terms of the 
amount of variance explained in both Autonomous self-regulation (38%) and 
Competence (25%) than it did on Exercise.  This is not surprising as the relationship 
between Mindfulness and self-regulation with respect to appetite as well as affective 
states and self-esteem has been highlighted in prior studies (Segall, 2005).   
Even though Mindfulness had a direct and significant relationship to Wellbeing 
(see Figure 8.4: Revised Model 2B – Mindfulness and Exercise) it accounted for only 
10% of the variance in Autonomous self-regulation and 6% for Competence in the 
original model for Exercise (see F Figure 7.6: Study Model 2A – Mindfulness and 
Exercise). 
Mediation 
Tests for mediation effects were also conducted.  Full mediation was established 
with respect to Competence as a mediator between Mindfulness and Wellbeing.  All other 
relationships demonstrated partial mediation.  Implications and revised models are 




7.9 CHAPTER SUMMARY 
This chapter presented the results of a quantitative study that was conducted 
onsite at a wellness facility.  The quantitative study built on studies using SDT, prior 
tourism studies, as well as results of the qualitative study described in Chapter 6.   Pre 
and post-visit t-tests indicated that basic need fulfillment and wellbeing were enhanced 
overall.  Two conceptual models were further proposed to identify the conditions under 
which subjective wellbeing is enhanced at a wellness facility.  
In the first model, the role of a wellness facility was conceptualized along the 
lines of a health care program designed to effect positive behavior changes such as 
smoking cessation (Ng et al., 2012).  The emphasis in this model was on a wellness 
facility ideally providing a supportive environment in which wellness tourists can 
integrate values around diet and exercise.  An alternative model was also proposed in 
which the primarily role of a wellness facility was conceptualized as an alternative space 
in which tourists become more mindful and competence is enhanced overall.  As the 
construct measuring overall competence proved unreliable in analysis, competence with 
respect to diet and exercise was considered in two separate models, instead.   
Altogether, four models were estimated.  Two models were generated with 
identical constructs for Autonomy support, Autonomous self-regulation and Competence 
with respect to diet and exercise estimated separately.  In addition, two models including 
the construct Mindfulness and its relationship to Autonomous self-regulation and 
Competence with respect to diet and exercise were also estimated separately.  Overall, all 
study hypotheses were supported and the four models demonstrated adequate to good fit.  





DISCUSSION AND CONCLUSIONS 
8.1 THEORETICAL IMPLICATIONS 
The current study demonstrates the utility of SDT for measuring wellbeing as the 
outcome of a stay at a wellness facility over previously proposed theoretical frameworks 
or models.  Prior tourism studies on wellbeing as the outcome of vacations have been 
critiqued on the basis of a lack of conceptual clarity and theoretical rigor (Chen & 
Petrick, 2013; Michalko & Ratz, 2010).  Wellness models that have been previously 
proposed as discussed in Chapter 2 are descriptive rather analytical tools.  An emergent 
paradigm, the ecological model of wellbeing applied as an analytical tool for assessing 
wellbeing in health care research, is best suited to exploratory studies (Hayden, 2009).  
Theoretical precepts and frameworks proposed in leisure studies are either too narrow in 
application or too broad in scope for enhanced psychological wellbeing as the outcome of 
a stay at a wellness facility.   
The ecological model of wellbeing, like models that describe wellness, reflects a 
holistic understanding of wellbeing (Hayden, 2009).  The ecological model comprises 1) 




influence such behaviors), 3) institutional (influences of formally mandated policies or 
organizational guidelines), 4) community (including online social networks and local 
norms of behavior), and 5) societal (cultural, political and environmental) factors 
(Hayden, 2009).   
While the ecological model is used in applied research to better understand  
human health behaviors it is best suited to exploratory kinds of research questions 
(Hayden, 2009).   Beginning with intrapersonal values, each nested level as well as the 
interplay between levels is articulated from study participants’ perspectives typically in 
focus groups or interviews, and these are then synthesized to articulate a paradigm of 
health behaviors for a population under study (Hayden, 2009; Langille & Rodgers, 2010).  
The framework does not in itself describe conditions of the environment that contribute 
to psychological wellbeing.   
In tourism research and as discussed in Chapter 4 quality-of-life measures are 
most often used to measure wellbeing as the outcome of a vacation.  Attempts to 
articulate an overarching framework that would account for enhanced wellbeing include a 
philosophical understanding of wellness tourism proposed in terms of the existential 
benefits of travel (Steiner & Reisinger, 2006).  In this instance, Heidegger’s description 
of contemporary societal ills may be addressed through travel and a heightened 
appreciation of what Heidegger himself referred to as the fourfold: the earth (the physical 
world around us), sky (that which we perceive but which remains beyond us, such as the 
physical sky or course of history), mortals (other people as well as our own mortality) 
and divinities (beyond the ego or rational mind, the transcendental mystery of being) 




the outcome of a vacation, as well as explicate favorable conditions in the context of a 
wellness facility is lacking.  
Leisure and recreation studies have more readily examined particular activities 
that contribute to wellbeing as well as proposed frameworks by which to consider 
conditions that enhance wellbeing (Heintzman, 2002; Iwasaki et al., 2001; Steiner & 
Reisinger, 2006; Wu & Liang, 2011).  In leisure studies by contrast, Iwasaki et al. (2001), 
for example, empirically tested the relationship between active leisure with respect to 
stress reduction, perceived health, and wellbeing.  Wu and Liang (2011) modeled the 
relationship between white-water rafting as an optimal experience termed flow.   
In the domain of leisure studies, Heintzman (2002) further advanced a conceptual 
model to describe the relationship between leisure and spiritual wellbeing.  Specifically, 
he proposed four dimensions of leisure that may impact spiritual wellbeing, namely: (1) 
time, (2) activity, (3) motivation, and (4) setting (Heintzman, 2002).  In Heintzman’s 
model (2002) ‘time’ is accounted for as a measure of engagement in leisure activities that 
facilitate processes such as spiritual grounding or sacrilization (as in time-on-task).  In 
describing motivation, Heintzman (2002) references Iso-Ahola’s ‘seeking’ versus 
‘escaping’ dichotomy, where the former is considered a constructive impulse and the 
latter an avoidance tactic.  Restorative Environments theory which considers the 
regenerative effects of particular settings is also included with the model (Heintzman, 
2002).  Although  Heintzman’s (2002) model is useful for articulating the necessary 
conditions of leisure that contribute to enhanced wellbeing, the proposed model is not 
readily adapted to define or measure conditions that might support wellbeing as the 




8.2 ALTERNATIVE MODELS 
In contrast to the models or frameworks described above, SDT offers a 
comprehensive and empirically validated theoretical framework that describes the 
ambient conditions necessary to enhance psychological wellbeing (Deci & Ryan 2000; 
Vansteenkiste et al., 2010).   
In the context of the current study and in order to clarify results, alternative 
models (with dashed lines to indicate revised rather than hypothesized relationships) are 
presented below.  SEM is a confirmatory rather than exploratory analytical technique and 
post hoc modifications are generally not recommended as models should be firmly 
grounded in theory with parameters reflecting theoretical considerations (Nunkoo et al., 
2013).  Post hoc modifications that are data driven may further reflect idiosyncrasies in 
sample populations with little or no statistical implications or theoretical value beyond a 
single study (Nunkoo et al., 2013).  While model modifications based on 
misspecifications revealed in analysis are not uncommon, these are generally prompted 
by modification indices (Nunkoo et al., 2013).  It is also recommended that modifications 
include theoretical justification and enjoy face value support, such as correlating errors 
within rather than across constructs (Nunkoo et al., 2013).   
Weston and Gore (2006) note that while the topic is controversial, models as 
specified are never the only possible and rarely the best-fitting, in which case model re-
specification may be necessary.  While specification of alternative models is advised 
accordingly, these are generally proposed in advance (Nunkoo et al., 2013).   With these 
caveats noted, the revised models are presented for discussion purposes and interpreted 




In SEM, and in order to make comparisons between models, a number of 
considerations should be noted.  First competing models must be theoretically plausible 
with modifications based on statistical criteria limited to, for example, an additional path 
or tests of a direct effect versus indirect effect as is the case in the current study (Werner 
& Schermelleh-Engel, 2010).  Model modifications, once made, should also demonstrate 
improved model fit as related criteria become the only means by which to assess the 
revised model’s relative merit (Werner & Schermelleh-Engel, 2010).  In this regard, the 
strength of one model over another may be readily apparent given model fit criteria or 
where initial parameters are statistically insignificant with standardized parameter 
estimates approaching zero (Werner & Schermelleh-Engel, 2010).   
An objective measure popular in the context of nested models, however, is the 
Chi-square difference test (Werner & Schermelleh-Engel, 2010).  The significance of the 
difference in chi-square values between an original and revised model is assessed 
according to the difference in degrees of freedom (Werner & Schermelleh-Engel, 2010).  
If the chi-square is significant, the revised model can be said to offer a statistically better 
fit with the data, while a non-significant value suggests that both models fit the data 
equally well (Werner & Schermelleh-Engel, 2010). 
 
Table 8.2: Chi-square difference test and CFI  
 
 
χ2 df χ2 df Diff. Sig. 
Model 1A 194.471 98 165.501 96 28.970, 2 p < .01* 
Model 1B 212.949 98 198.613 96 14.333, 2 p < .01* 
Model 2A 196.413 98 195.500 97 0.913, 1 p  = 0.6 




*Statistically significant at the p < .01 level 
 
 As Table 8.2 demonstrates, the revised Model 1A – Autonomy support and Diet, 
Model 1B - Autonomy support and Exercise and Model 2B – Mindfulness and Exercise 
all show significant improvements in model fit.  Model 2A – Mindfulness and Diet did 
not demonstrate a significant improvement, however, based on the tests of direct and 
indirect effect described in Chapter 7, as well as an overall improvement in model fit 
indices, the revised model is retained and implications discussed below.   
The original study models proposed either Autonomy support or Mindfulness as 
key conditions of a wellness facility.  These were framed as precursors to two of the three 
basic needs, namely Autonomy (or in relation to a specific activity, Autonomous self-
regulation) and Competence, and along with Relatedness, these in turn were -precursors 
to Wellbeing.   
In the first conceptual model, however, Autonomy support was shown to have limited 
predictive power with respect to the mediating construct Autonomous self-regulation but 
appears to exert a direct influence on Wellbeing as evidenced by the increase in variance 
explained (see Figure 8.1: Revised Model 1A – Autonomy support and Diet and Figure 
8.2: Revised Model 1B – Autonomy support and Exercise). 
For Diet, Competence fully mediated Mindfulness and was correlated with 
Autonomous self-regulation (Figure 8.3: Revised Model 2A – Mindfulness and Diet).  
For Exercise, however, Mindfulness was only partially mediated by Autonomous self-
regulation as well as had an indirect impact on wellbeing (see Figure 8.4: Revised Model 
2B – Mindfulness and Exercise).  This demonstrates that Mindfulness differed in its 

























8.3 ENHANCED WELLBEING  
 Pre and post surveys measuring indicators of wellbeing as well as basic needs as 
defined in SDT, the fulfillment of which is considered essential to psychological 
wellbeing, were administered and results compared in analysis (Deci & Ryan, 2000).  In 
the current study, the construct Wellbeing was measured in terms of Life Satisfaction, 
Positive and Negative Affect, Subjective Happiness, and Vitality.  In addition, scales 
measuring Autonomy, Competence and Relatedness were also used to compare the three 
basic needs in SDT.  
8.3.1 Effect size 
Based on results of the paired sample t-tests, the effect size for differences in 
scores was determined using Cohen’s d (Morgan et al., 2011). The mostly frequently 
cited measure of effect size in the behavioral sciences, based on Cohen’s d effects are 
broadly defined as small (0.2), medium (0.5) and large (0.8) (Morgan et al., 2011).  It is 
nonetheless noted that effect sizes have no absolute meaning (Morgan et al., 2011).   
Thus while useful for assessing results, they are best interpreted in context that is, with 
study design in mind as well as in terms of what might be considered reasonable or 
typical within a particular area of study (Morgan et al., 2011).   
 As Table 8.1: Effect size for Paired Sample T-tests demonstrates,  medium effect 
sizes were evident for Positive Affect and Vitality, moderate to small effect sizes for 
Autonomy, Happiness, Life Satisfaction, Competence, and Relatedness, and a trivial 
effect size for Negative Affect.  The greatest effect size for Positive Affect (PA) is highly 
appropriate and affirms the role of a wellness facility for making a substantial 




enthusiasm, energy and individual engagement when highly rated (Watson et al., 1988).  
Given a wellness facility’s emphasis on physical as well as psychological wellbeing, the 
increase in Vitality or energy available to the self, which is ideally experienced as an 
empowering and exhilarating force, is also readily interpreted in the context of a wellness 
vacation (Deci & Ryan, 2008).  
The two measures that demonstrated the smallest effects sizes were Life 
Satisfaction and Negative Affect. As a global, cognitive and fairly stable measure of 
wellbeing, Life Satisfaction showed, not surprisingly, only a small change (Diener et al., 
1985).  Negative Affect, which measures items such as Jittery, Afraid, and Hostile, 
yielded particularly low scores in both pre and post surveys which is also not surprising 
given the idyllic surroundings and purpose of the trip.   
 





Std. Dev t df Cohen’s D Effect size (r) 
Positive Affect .974 1.098 12.289 191 1.7784 0.6644 
Vitality 1.136 1.395 11.288 191 1.6335 0.6325 
Autonomy  .656 1.362 6.669 191 0.9651 0.4346 
Happiness .412 1.266 4.507 191 0.65223 0.3100 
Life Satisfaction .462 1.529 4.187 191 0.60592 0.2899 
Competence  .377 1.353 3.859 191 0.55845 0.2689 
Relatedness  .386 1.730 3.094 191 0.44775 0.2184 
Negative Affect -.743 1.106 -9.302 191 0.09425 0.0470 
 
 
Of the three basic needs, Autonomy showed the greatest change over the course 
of a wellness vacation.  Autonomy, defined as following the dictates of an authentic self 




thus lends support to the efficacy of the wellness facility under study for promoting 
psychological wellbeing (Deci & Ryan, 2000).  Competence, assessed in this case as a 
global state rather than in relation to Diet or Exercise, demonstrated only a small effect 
perhaps in consequence of how it was measured.  Relatedness showed the least effect, 
which is consistent with the relatively low parameter estimates in study models, and 
which in turn was consistent with prior SDT studies (Ng et al., 2013). 
8.3.2 Positive Affect and Vitality 
In order to better interpret results, multiple regression was conducted for Positive 
Affect and Vitality in turn.  That is, Positive Affect and Vitality as outcome variables 
were regressed on study Model 1 predictor variables (Autonomy support, Autonomous 
self-regulation, Competence and Relatedness for diet and exercise) and study Model 2 
predictor variables (Mindfulness, Autonomous self-regulation, Competence and 
Relatedness) for diet and exercise.  Standardized coefficients, F-statistics and adjusted R
2
 
values are reported in Appendix L.   
Overall, the combination of predictor variables in each analysis was statistically 
significant at the p < .001 level.  For the most part, individual results of the regression 
analysis mirrored those of the structural equation models; that is Autonomous self-
regulation and Competence demonstrated the highest correlations with Wellbeing.  It is 
interesting to note, however, that Relatedness appears to have a distinct impact on 
Vitality versus Positive Affect with a more pronounced impact (p < .01) on the latter.  
Autonomy support was also insignificant with respect to Vitality for exercise where a 
direct relationship might be expected.  This may, however, suggest a mediating effect for 




relationship between Mindfulness and Wellbeing with all variables included may suggest 
a mediating effect with respect to other variables as demonstrated in study models as 
Mindfulness on its own does appear to be highly correlated with Wellbeing.     
8.4 PRACTICAL AND MANAGERIAL IMPLICATIONS 
8.4.1 Practical Implications 
The purpose of the current study was to examine conditions at a wellness facility 
that contribute to enhanced wellbeing.  Two hypothesized models were proposed to 
describe the role of a wellness facility in contributing to enhanced wellbeing beyond what 
might be expected from a vacation or engagement in leisure activities more generally.  
The role of a wellness facility, based on proposed models as well as study results, is 
discussed below.  
Autonomy support 
In the first instance, a wellness facility’s role was premised on the SDT construct 
Autonomy support.  Autonomy support in the survey study models had a direct and 
significant impact on wellbeing.  Important characteristic of program design in this 
regard include the attitude of the staff as well as voluntary participation in program 
activities.  Given an emphasis on psychological as well as physical health implicit in the 
term wellness, this model emphasized the manner in which program activities centered 
on physical health, namely diet and exercise, are ideally delivered in such a way that 
psychological wellbeing is also supported.   
Although autonomy support may be a characteristic of a wellness facility or 




addresses multiple facets of physical health (diet and exercise) as well as psychological 
wellbeing (staff attitudes and program structure) may be considered a distinct advantage.  
In addition, these activities and elements of the program design may be regarded as 
distinctive area of foci relative to tourism services or amenities more generally.  This was 
reflected in the following comment by a focus group participant: 
We said, "Let's come for a whole week."  It's a way to go on vacation and 
come back better instead of the way we normally come back, which is 
exhausted, broke, and fat.  
 
Autonomy supportive environments with respect to domain specific activities 
such as diet and exercise also allow for individuals to freely integrate external values or 
endorsed behaviors and by extension individuals’ innate propensities toward 
psychological growth and wellbeing (Deci & Ryan, 2000).  In a wellness facility setting, 
a stay ideally serves to encourage the integration of values around personal health and by 
extension supporting guests’ psychological growth and wellbeing.  This was reflected in 
the following comment: 
It's as if you had…..a really good parent.  If you've got a staff that really 
believes in you, that you're going to do well, then you want to live up to 
those expectations….Here everybody sort of believes in you, then yes you 
can do it.  They don't go, "Well where were you in the last 15 minutes?” 
 
Mindfulness 
In the second model, a wellness facility’s primary role was conceptualized as an 
environment in which Mindfulness is facilitated, and by extension wellbeing (Brown & 
Ryan, 2003).  In the current study, Mindfulness had both a direct and indirect impact on 




Unlike leisure activities undertaken at home, a wellness facility may serves as an 
as an alternative space or retreat from stressors associated, for example, with home or 
work life (Kelly, 2008; Smith & Kelly, 2006).  This would seem especially relevant 
where stress is a salient motivation among wellness tourists as discussed in section 3.7.2 
Wellness Tourist Motivations.  Although the impetus to escape mundane circumstances is 
emblematic of travel in general, travel itself is associated with heightened stress (Iso-
Ahola, 1982; Waterhouse, Reilly & Edwards, 2004).  Moreover, both the passive and 
active cultivation of Mindfulness is not typically associated with travel or vacations  
Mindfulness is described as focused attention on self as well as being attentive to 
what is taking place in the present.  Rather than ego-driven self-absorption, however, it 
implies a heightened state of awareness that includes self-awareness, a deeper 
understanding the meaning and trajectory of one’s life, as well as the integration of 
values around health and wellness (Brown et al., 2007).   
At wellness facilities, Mindfulness is encouraged as an extension of program 
design, through Mindfulness practice and indirectly through activities that encourage 
introspection.  The structured programs and catered meals at the wellness facility, for 
example, may alleviate the need on the part of guests to plan such activities 
independently.  Specific activities at a wellness facility including meditation, journaling 
and time spent in nature further demonstrate Mindfulness practices, while wellness 
seminars and psychological counseling reflect efforts to support the cultivation of self-
understanding and introspection on the part of guests.  The cultivation of Mindfulness as 
an important and differentiating aspect of a wellness vacation was reflected in the focus 




I think we spend so much time here, especially in the classes, really 
understanding why you react to situations.  You just have so much time to focus 
on everything, how you eat, how you exercise, what you enjoy doing in a day, 
what you really like to read.  You really start to understand yourself again.  
 
The relationship between Mindfulness and Autonomous self-regulation however 
appeared tenuous, with only partial mediation in the Exercise model and relatively little 
variance explained (see section 7.8 Discussion). This would seem inconsistent with 
clinical and empirical studies that have demonstrated a link between Mindfulness and 
task completion including lowered anxiety to perform challenging tasks, and behavioral 
regulation (Brown et al., 2007).   Speculatively, this may be due to the structured daily 
schedule of activities and exercise classes that may augment if not replace the need for 
contemplation.  The relationship between Mindfulness and Competence was very 
pronounced suggesting, by contrast, that diet is a very personal issue or one that is at least 
associated with introspection.  Alternatively, it may reflect perceived hurdles (such as 
weight, age or inability) on the part of guests as described in focus group sessions with 
respect to exercise related classes or activities not accounted for in the model. 
Autonomous self-regulation 
A wellness facilities capacity to offer an immersive environment and encourage 
introspection may also serve to reinforce the importance of healthful behaviors.  In all 
four study models, Autonomous self-regulation had a pronounced impact on Wellbeing.  
In the current study, however, the influence of Autonomy support on Autonomous self-
regulation, however, was tenuous.  In theory, Autonomous self-regulation reflects the 
process of internalization and is thus considered an extension of an Autonomy supportive 




Autonomy supportive environments and Wellbeing has also been borne out in applied 
research studies on health care programs and behavior change (Ng. et al., 2013).    
In the context of a wellness facility, this may reflect either the duration or nature 
of the relationship between wellness guests and facility staff (Fortier et al., 2007).  Prior 
studies measuring Autonomy support typical describe a child-parent, teacher-student, or 
health-care provider-patient interaction; that is relationships of longer duration and with 
an authority figure or professional whose role confers a degree of authority. The 
relationship between guests and wellness facility staff, by contrast, is essentially that of 
customer and service provider.  
Alternatively, this may reflect attitudes or characteristics of wellness guests 
themselves.  An important function of an Autonomy supportive environment relative to a 
particular activity is that it supports the integration of associated values or desirable 
behaviors (Deci & Ryan, 2000).  Measured in relation to a particular activity, 
Autonomous self-regulation indicates the degree of integration of values or behaviors 
(e.g. the reason I would eat a healthy diet/exercise going forward is because I feel that I 
want to take responsibility for my own health) among guests (Deci & Ryan, 2000). 
Wellness tourists as a subset or group may be atypical in so much as the 
integration of values around focal activities at a wellness facility may be largely 
established prior to taking a wellness vacation.  In other words, taking a wellness 
vacation may in itself be evidence of the value or importance that has been attached to 
improved diet and exercise on the part of guests.  Self-selection as a group and high 
internal motivation independent of the wellness facility itself may be reflected in 




Autonomous self-regulation.  Measured on a 7 point Likert scale, composite scores for 
Autonomous self-regulation were also notably high in the current study for both diet (6.5) 
and exercise (6.6), lending further support to this interpretation. 
Considering the costs and time commitment (at least a one week stay) associated 
with a wellness vacation, as well as the considerable forethought described in focus group 
sessions in choosing a wellness destination, this may be the case.  This conclusion is also 
consistent with findings in a second, unpublished study in which higher levels of 
involvement in health and wellness had a significant moderating effect, increasing 
intention to take a wellness vacation.   
Finally, demographic characteristics of wellness guests may also have bearing.  
The majority of wellness guests are middle aged, often with secondary educations and 
higher incomes and it is reasonable to assume integrative processes will resonate with 
characteristics of this particular cohort.  The integrative processes for middle aged 
individuals is advanced relative to younger cohorts, with motivations more likely to 
reflect intrinsic or personal goals, such as taking care of one’s health and wellness over 
external goals such as social recognition (Sheldon & Kasser, 2001).  Speculatively, 
education and income levels may also be suggestive to the extent that these reflect goal 
achievement and where the latter is also associated with psychological integration at the 
individual level (Sheldon & Kasser, 2001).   
Competence 
Competence across all four models also had a significant impact on Wellbeing 
which may highlight a particular and important role that a wellness facility plays with 




is, where the high scores for Autonomous self-regulation may suggest a high value on 
health behaviors on the part of guests as previously noted, a corresponding sense of 
Competence with respect to diet and exercise was not evident among a number of guests 
in focus group session.  Rather, guests expressed concern over a perceived inability to 
exercise or manage weight, as one focus group participant noted: 
We all come here a little vulnerable and we feel, especially I have for 
myself, and obviously, this is one aspect of my life that I couldn’t control 
was my weight because every other aspect of my life, I was very much in 
control of and I was very good in every other aspect of my life. 
Mindfulness also had a direct and pronounced impact on perceived Competence 
(confidence or ability) with respect to diet (e.g. I now feel capable of maintaining a 
healthy diet).  Heightened awareness of the mind-body connection and emotional triggers 
that prompt overeating as the result of a stay at the wellness facility was also emphasized 
in focus group sessions.  Competence also fully mediated the relationship between 
Mindfulness and Wellbeing in terms of diet, further underscoring the importance of that 
relationship with respect to healthful eating habits and weight management (see Table 
7.9: Test for Full and Partial Mediation).   
Relatedness 
The basic need Relatedness was measured with respect to the other guests at a 
wellness facility and had a significant impact on wellbeing across all four models.  
Interestingly too, it appears to be strongly associated with Positive Affect across models 
based on regression analysis, suggesting that it is particularly important to enhancing 
positive feelings or guests’ mood.  
In practical terms, a wellness facility may serve as a respite from “toxic” or 




session.  Alternatively, Relatedness at a wellness facility may be especially relevant for 
individuals who travel to a wellness facility on their own.   One of the three basic needs, 
Relatedness or a sense of connectedness with others nonetheless remains relevant to 
psychological wellbeing.  This facet of a wellness vacation was a particularly strong 
theme in focus group sessions (see Appendix C).  Even for those traveling with a partner 
or group, a role that a wellness facility appears to play is encouraging meaningful 
interactions with others.  Relatedness is also a particular feature of a wellness vacation 
over more typical vacations or relative to other managed destinations such as resorts.  
8.4.2 Managerial Implications 
Managerial implications based on the current study’s findings include program 
design that incorporates Autonomy support through voluntary participation, Autonomous 
self-regulation chiefly through encouraging a sense of play with respect to activities, 
Mindfulness practices especially to enhance perceived Competence with respect to diet, 
and management of guest-staff interactions and guest-guest interactions.   
Although study findings are extrapolated to wider populations with caution (see 
study limitations) all hypotheses were supported and a considerable amount of variation 
in Wellbeing was explained across all four models (between 41% and 57%) (see section 
8.2 Alternative Models) (Mehmetoglu, 2011).  It should also be noted that while the 
wellness facility used in the current study demonstrated support for enhanced wellbeing, 
the outcome was not unexpected given that the program is well established, enjoys 
exceptionally strong ratings in media and customer reviews, and is highly recommended 




universal and findings are thus presented as a model for wellness program design at other 
facilities. 
Based on study results, a key facet of program design at a wellness facility is to 
implement Autonomy supportive programs or voluntary rather than mandatory 
participation with respect to activities. Although time and cost constraints prohibited data 
collection at multiple sites, during focus groups sessions, guests alluded to stays at other 
wellness facilities in which participation in activities was mandatory and the where the 
experience overall was described as unpleasant. As the current study demonstrates, in line 
with a considerable body of research, an Autonomy supportive environment is not only 
preferable but conducive to enhanced psychological wellbeing.  In addition, staff training 
to set the appropriate tone which is ideally one of supportive encouragement rather than 
the “drill sergeant” approach is recommended.  
Autonomy supportive environments are also related to Vitality where the latter is 
situation specific and where vitality demonstrated the greatest increase over the course of 
a vacation in the current study (Nix et al., 1999).  Thus the current study underscores the 
importance of Autonomy support as a fundamental component of program design 
(voluntary participation) and staff attitudes to guests (highly supportive).    
In the focus group sessions, guests also expressed a strong preference for highly 
structured programs.  This does not contradict the basic need for an Autonomy supportive 
environment.  As Jang, Reeve and Deci (2010) note, Autonomy supportive environments 
are not synonymous with laissez faire or unstructured environments; rather structure 
provides direction and clarity, facilitating the achievement of valued outcomes thus 




equilibrium.  Speculatively, a set schedule and meal plan also frees up time associated 
with daily arrangements often required over the course of a vacation, thus facilitating 
self-reflection or Mindfulness as discussed above.   
Taken together, study findings with respect to Autonomy support, Autonomous 
self-regulation and Vitality point to the importance of encouraging enjoyment or as 
described in a focus group session, a sense of play with respect to activities offered.  In 
SDT, intrinsic motivation is associated with activities that are willingly and ideally, 
enthusiastically undertaken and it is also considered fundamental to the theory overall as 
well as psychological wellbeing (Deci & Ryan, 2000).  Where Vitality reflects the energy 
available to the self, it likewise corresponds with intrinsic motivation.  Intrinsic 
motivation, in turn, is a particularly important facet of psychological growth and 
wellbeing in SDT (Deci & Ryan, 2008). Autonomous self-regulation, along with the 
integration of external values, is also associated with intrinsic forms of motivation (or 
inherent enjoyment derived from) in theory (see Figure 5:1 Four Mini Theories 
incorporated into SDT).  Autonomous self-regulation was also the most highly correlated 
with Wellbeing across three study models.   
Intrinsic motivation was reflected in guest comments in which the inherent 
enjoyment in activities was demonstrated. In focus group sessions, for example, activities 
were described as ‘play’ with enjoyment attributed to the novelty, and variety of activities 
as well as presence of other guests.  Enjoyment in activities was describe in one instance 
as follows: 
People have fun.  We're all sorts of different people in that pool having 
fun, but we're exercising because when we get out, I'm tired.  I can say 





The structured schedule was also associated with the variety of activities. Such 
variety at wellness facilities may actually alleviate mental fatigue along the lines of a 
restorative environment (Lehto, 2013).  Diversion and multiple points of interests at 
destinations are associated with immersion and mental absorption that has a regenerating 
effect on mental faculties (Lehto, 2013).  Thus encouraging a sense of play through 
providing interesting or novel activities, a wide variety of as activities, a structured 
program that allows guest to plan participation, and facilitating guest interactions through 
program design is suggested.  
The current study further suggests that distinct approaches to encouraging diet 
and exercise may be necessary, or possibly the need to develop separate wellness tracks 
based on guests’ individual preferences or needs.  Mindfulness in the current study was 
very strongly associated with Competence for Diet.  Given the role of Mindfulness in 
facilitating behavior change as described in prior studies, the importance of Mindfulness 
practices and activities such as journaling and seminars that focus on mind-body 
relationships to further support a sense of Competence around Diet is underscored in the 
current study (Brown & Ryan, 2003).   
Competence across all four models was also a strong predictor of enhanced 
wellbeing, and highly correlated with Autonomous self-regulation consistent with prior 
studies (Ng et al., 2012).  The importance of gaining a sense of Competence with respect 
to activities was also alluded to by guests in focus group sessions with respect to Diet and 
Exercise.  Focus group sessions further suggested that enhanced Competence overall is a 
highly desirable and anticipated benefit of a stay at a wellness facility.  Although the 




wellness facilities are advised of the importance of enhanced Competence on the part of 
guests and to structure services and activities accordingly.   
Although further research is needed to confirm results, these preliminary findings 
appear to underscore that Competence rather than the need to integrate values around 
health and wellness (as previously discussed) is highly valued among guests,  This 
suggest that a focus on enhance Competence might be incorporated not only into program 
design but the marketing strategies of individual wellness facilities.  Competence was 
also described as a highly desirable characteristic with respect to staff.  In a market 
analysis of wellness guests in a hotel context, within market segments labelled 
demanding, Competence and Information provided to guests were most highly related 
suggesting that not only the proper training of staff but their ability to transfer knowledge 
or information is paramount (Mueller & Lanz Kaufmann, 2001).   
In study models, Relatedness had the least influence on subjective wellbeing 
relative to other precursors which is consistent with prior SDT studies (Ng et al., 2013).  
Nonetheless, a highly significant relationship was indicated across models while focus 
group participants underscored the vital role of other guests in terms of overall 
experience of a wellness vacation. An early study on SDT further demonstrated the 
importance of relatedness in daily fluctuations in wellbeing and while the impact of other 
guests may need conceptual clarification, it is likely to remain vital (Sheldon, Ryan, & 
Reis, 1996).  This was reflected in the current study with Relatedness have a particular 
bearing on Positive Affect or guests’ positive feelings or mood.    
For a wellness facility, managing guest interactions is thus a key competency.  In 




starts with the staff”) to ameliorate interactions between staff and guests, as well as 
between guests themselves.  In addition, family-style dinning, for example, was noted as 
conducive to initial introductions as well as ongoing interactions between guests.   
Guest relationships were also described as not only reinforcing enjoyment and 
participation in activities but important to overall therapeutic experience as follows: 
Somebody mentioned being in the cocoon, and that's what it's feeling like, 
a family atmosphere, concerned about each other,  not really knowing 
each other but we're here all for the same reason, and it clicks….And that 
starts with the staff.  
 
8.5 RESEARCH LIMITATIONS 
A number of limitations associated with the current research study should be 
noted.  Study limitations include the single venue used for data collection where 
alternative venues might have offered varied perspectives as well as opportunities for 
comparisons across wellness facility programs.  There are important differences across 
wellness programs which may impact wellbeing but that were not captured in the current 
study.  Study conclusions would have been strengthened considerably by contrasting 
program design and demonstrating relative impacts on wellbeing empirically.  Also, 
wellness tourism is a broad term that covers a range of facility and services.  The current 
study site is representative of lifestyle destinations in the US but does not represent other 
kinds of destinations such as hotel spas or spiritual retreats and conclusions should are 
limited accordingly. 
In the same vein, study results may be not be representative of a wider spectrum 
of wellness tourists or to some degree  reflect idiosyncrasies of the tourists that this 




Finally, there was potential social desirability bias as focus group sessions and survey 
collection were conducted on-site.   
An important limitation in terms of study models is the small sample size.  
Sample size is important for generating structural equation models as well as subsequent 
conclusions based on model estimates, and generalizability of results to a wider 
population is thus limited.   
Although within tolerable limits, the data also indicated problems with positive 
kurtosis, in other words that single item responses had a tendency of accumulating in the 
same place along the scale.  This may reflect a degree of homogeneity within the study 
sample, as well as possibly the wider wellness tourism population. 
Finally, as with any theory, aspects of a wellness vacation that might contribute to 
wellbeing were limited to theoretical precepts.  Models measuring aspects of wellbeing 
may not have represented or estimated alternative contributing factors or characteristics 
of a wellness destination that are nonetheless important to enhanced psychological 
wellbeing. With the above limitations noted, future research can address these limitations 
and confirm or clarify study findings 
8.6 FUTURE RESEARCH 
Future research could build upon study findings as well as address study 
limitations.  While this study has contributed to the wellness tourism literature by 
demonstrating empirically a link between taking a wellness vacation and enhanced 
psychological wellbeing, conclusions would be greatly enhanced by applying this 
theoretical framework in other wellness destination contexts.  Of particular interest would 




well as verify the role of Autonomy support in the context of a wellness program. In the 
same vein, clarifying and expanding upon Mindfulness in terms of the mind-body 
connection as well as the role Mindfulness practice may play in enhancing overall 
wellbeing is suggested given the strong associating between Mindfulness and enhanced 
Competence with respect to Diet.   
While the role of Mindfulness was notable with respect to Diet, a more thorough 
understanding of the conditions or techniques that support other wellness facility 
activities such as exercise or yoga, would supplement the current studies’ findings (Lehto 
et al., 2006).   The preliminary conclusion of the current study is that activities presented 
as play are desirable, consistent with SDT (Deci & Ryan, 2000).  An empirical study to 
determine whether this or for example, versus the so-called drill sergeant approach, is 
more support of psychological wellbeing would be an intriguing area of study and one of 
potential benefit to the wellness tourism industry.  
Two additional avenues of future research are suggested.  The first concerns a 
topic raised in the focus group sessions but was not incorporated as a construct in the 
current study models.  Focus group participants indicated a preference for structured 
schedules which is an apparently distinguishing factor in terms of program design and 
one that has potential implications for the success of programs in promoting behavior 
change and with respects to their impact on psychological wellbeing (Jang et al., 2010). 
Future research to clarify and test empirically the relative impacts of a structured 
schedule at wellness destinations is thus suggested.  
The second avenue of research concerns the degree to which a wellness vacation 




sessions, and although attempted in the current study the construct measuring Overall 
Competence was misspecified.    In the first place a construct that adequately reflects 
what was described in focus group sessions and prior studies as an enhanced ability to 
cope overall is necessary (Little, 2013).   Given the considerable emphasis on stress 
reduction in prior studies (again see Section 3.7.2 Wellness Tourist Motivations), 
clarifying the relationship between stress reduction and enhanced ability to cope would 
also be an important consideration both theoretically, and of interest in terms of program 
design and efficacy.   Finally, this study raised unanswered questions about the 
motivations and needs of wellness tourism guests.  That is, very high scores for 
Autonomous self-regulation with respect to both Diet and Exercise, suggest highly 
integrated values around health and wellness, a link that has not been thoroughly 
investigated in prior research studies.  Thus a more thorough investigation of the 
intentions and expectations of wellness tourists with respect to enhanced health and 
wellbeing in terms of future research is suggested.   
Finally, longitudinal studies to understand the impact of a wellness vacation 
beyond the wellness vacation itself would be an interesting avenue of future study.  
8.7 STUDY CONTRIBUTIONS 
With study limitations and avenues for future research noted, the current study 
made a number of contributions in its own right.  This study extended the wellness 
tourism literature by measuring wellbeing as the outcome of a wellness vacation and 
proposing a theoretical framework to account for those changes.  The current study 




statistically significant increases in basic need fulfilment and psychological measures of 
subjective wellbeing following a stay at a wellness facility.  
This study further proposed a theoretical framework to account for enhanced 
wellbeing in a wellness tourism context.  Strong theoretical foundations and conceptual 
clarity with respect to measuring wellbeing as the outcome of vacations in general, is also 
notably lacking (Chen & Petrick, 2013; Michalko & Ratz, 2010).  Rather than broad 
categories typical of quality- of-life measures, SDT describes specific conditions or 
ambient supports that facilitate intrinsic motivation and basic need fulfilment which in 
turn are well-validated precursors to well-being (Deci & Ryan, 2000).   
Theoretical models based on SDT to account for wellness facility or destination 
characteristics that impact wellbeing were also tested.  Findings shed light on these 
destination characteristics and both wellness tourism and wellness tourist as distinct 
market segments relative to tourism as a whole.  Theoretical and managerial implications 
were further noted.  
8.8 CHAPTER SUMMARY 
Enhanced wellbeing on the part of guests is a pivotal consideration for the 
wellness tourism industry.  Empirical studies that have measured wellbeing as the 
outcome of a vacation have largely considered the extent rather than the manner in which 
wellbeing is enhanced over the course of a vacation.  In addition to measuring overall 
increases in wellbeing, the current study, by contrast, estimated models to describe 
conditions at a wellness facility that enhance subjective wellbeing.  
While wellbeing increased across all indicators, the greatest effects were evident 




vitality was measured as feelings of being alive and alert and with respect to 
psychological wellbeing, it reflects energy available to the self as an extension of a 
healthy and fully functioning individual (Ryan & Deci, 1999).  Given the focus of 
wellness vacations and conceptions of wellness in general (see Chapters 2 and 3), 
increased vitality is a particularly desirable outcome of a stay at a wellness facility.   
Positive Affect was measured across 10 descriptors and reflects enthusiasm (e.g. 
the degree to which an individual feels enthusiastic or attentive), positive energy (e.g. the 
degree to which an individual feels excited or inspired), and individual engagement (e.g. 
the degree to which an individual feels interested or determined) when highly rated 
(Watson et al., 1988).  Positive Affect corresponds with social activities and the 
satisfaction and frequency of pleasant events (Watson et al., 1988).   
The study considered specific aspects of a wellness facility program that, based 
on theory, were likely to contribute to improved psychological wellbeing.  These aspects 
(namely Mindfulness, Autonomy-support, Autonomous-self regulation, Competence and 
Relatedness) were first discussed or identified in focus group sessions.  A survey study 
was then conducted to measure and model the contributions of each aspects to enhanced 
psychological wellbeing (N=204).  Overall, the models effectively predicted wellbeing as 
the outcome of a stay at a wellness facility.  Although all aspects were empirically 
validated, enhanced Competence (ability or confidence) and Autonomous self-regulation 
had the greatest impacts on psychological wellbeing.  
Study limitations were further noted and concerned the single venue used for data 
collection as well as the relatively small sample size.  Because of the single venue, 




measured or empirically verified.   Study conclusions would also have been strengthened 
by comparing program designs and highlighting differences, if any, in enhanced 
psychological wellbeing as the outcome of a stay at a wellness facility.   
Future research to confirm or refine results, as well as explore other facets of a 
destination that may contribute to wellbeing is thus suggested.  Especially where prior 
studies have consistently highlighted motivations across sample studies and wellness 
tourism destinations that were not reflected in the current study, most notably stress 
reduction, the need for further research is suggested (see Section 3.7.2 Wellness Tourist 
Motivations).  
Although further research is needed to confirm and refine results, the current 
study lends support not only to the efficacy and manner in which a wellness destination 
contributes to enhanced wellbeing but unique characteristics of wellness tourism as an 
industry subsector.  Managerial implications and program design guidelines were further 
suggested that may support wellness tourism destinations in facilitating enhanced 
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APPENDIX A: FOCUS GROUP QUESTIONS 
1. What is your primary motivation for coming here? (Opening discussion) 
2. Considering your life circumstances as a whole (job, relationships etc.) what is 
your primary motivation for coming here? (Opening discussion) 
3. How does being here change your relationship with ‘self’? (Mindfulness) 
4. Does this make alter your understanding of your own health and wellbeing and/or 
motivations to make changes? (Mindfulness)  
5. Would you describe the overall environment as generally supportive and 
understanding or rigorous and demanding? (Perceived autonomy support) 
6. How would you describe the relationship between yourself and instructors with 
respect to attempting activities/ acquiring skills/knowledge etc.? (Perceived 
autonomy support) 
7. Do you feel more or less motivated to engage in wellness related activities at the 
wellness facility? Why / Why not? (Autonomous self-regulation) 
8. How would describe your motivation to engage in activities e.g. is it out of a 
sense of duty, sheer enjoyment, to gain approval etc.? (Autonomous self-
regulation) 





10. Do you feel a strong personal report with wellness facility instructors?  
(Relatedness)  
11. Does having others around you who are engaging in the same activities help or 
hinder progress? (Relatedness) 
12. How important are the other guests to your engagement in and motivation to 
participate in activities?  (Relatedness)  
13. Do you feel like you are mastering the activities/skills/knowledge? (Perceived 
competence?) 
14. Do you feel confident in managing your health and psychological wellbeing; to 















You are being asked to participate in a focus group study because you are a wellness facility 
patron and thus represent the population under consideration.   The purpose of the study is to 
consider the role of a wellness facility in enhancing wellbeing from the perspective of wellness 
center patrons. Participation in this focus group will include about one hour of discussion which 
will be recorded.  Responses may also be hand-written by the researcher.   
 
The focus group will be conducted by Karen Irene Thal under the supervision of Dr. Simon 
Hudson, Director and Endowed Chair of the Center of Economic Excellence in Tourism and 
Economic Development at the University of South Carolina.   
 
If you have any questions, please contact Ms. Thal at (803) 777-2678 (thal@email.sc.edu). 
 
Your identity will be kept strictly confidential.  Although no direct benefits to participants are 
anticipated, the research is expected to further an understanding of the role wellness facilities 
play in enhancing wellbeing for the benefit of future patrons, academic and industry 
practitioners.  No known risk or discomfort is associated with this study. 
 




This research has been reviewed by the Human Research Protections Program at the 







APPENDIX C: QUALITATIVE STUDY WORD COUNT 
 
Table C.1: Qualitative Study Word Count 
 
 
Themes Word count 
Autonomy Supportive 
environment 
Voluntary participation (18) 
not regimented (1) 
flexible (2) 
choice (14) 
not uncomfortable (1) 
Supportive staff (12) 
supportive environment (2) 
nurturing environment (1) 
good environment (1) 
different environment (3) 
safe environment (1) 
easy to understand (1) 
helpful as opposed to drill sergeant approach (3) 
Structure 
Daily Schedules (26) 
Program, programs (10) 
Schedule/schedules/scheduled (9) 
Selection of programs (1) 
Structure/structured (6) 
Auto Self-Regulation 
Personal control (23) 
Choose (4) 
No drill sergeant at home (1) 
Options (8) 












Ability with Respect to Diet and Exercise (18) 
Gives you data (1) 
Give you tools (1) 
Helpful lectures (6) 
Knowledge-base is very good (1) 
Learned a lot (6) 
Understanding (3) 
Overall confidence (25) 
Able/ability (11) 
Confidence/confident (8) 
Empower you (1) 
Stronger/strength (5) 
Relatedness 
Overall tone (9) 
Comfortable (1)  
Compassionate (1) 
Kinder environment (1) 
Kindness (1) 
Non-judgmental (1) 
Positive/positive approach (4) 




In this together (1) 
Relationships (6) 
Share/sharing (9) 
Together (eating, exercising, sitting) (4) 
Mindfulness 
Time for introspection (15) 
At home I was numb…. coming here made me look at 
certain aspects of my life (1) 
Find my inner self (1)  
Journaling (2) 
Root of the problem (1)  
Self-aware/self-awareness (3) 
Self-reflection (2)  
Self-understanding (2) 
Sit and watch your thoughts go by (1)  
Time to think (1) 





APPENDIX D: QUANTITATIVE STUDY SCALES 
The SDT scales used in the current study reflect were retrieved from the Self 
Determination Theory (SDT) website where they are freely available.  Along with the 
scales, the website includes descriptions of each scale with suggested application, tests of 
validity, a list of prior studies were they have been employed, and a description of each 
scale should be scored them:  http://selfdeterminationtheory.org/questionnaires/10-
questionnaires/53.   
Basic Need Fulfillment 
The online Basic Psychological Needs Scales (BPNS) was used to measure basic 
need fulfillment in the current study.  The wording of the 9 item scale (three questions for 
each of the basic needs, autonomy, competence and relatedness) was modified somewhat 
to reflect pre-vacation conditions as well as conditions at the wellness facility.  That is, 
the introductory phrase “In my daily life” (pre-survey) and “When I am at the health 
resort” (post-survey) was used.  The term ‘I feel loved’ was also replaced with ‘I feel 
appreciated’ in both the pre and post survey to better reflect the less intimate nature of the 




Subjective Happiness Scale 
The Subjective Happiness Scale (SHS) was downloaded from the author’s 
website: http://sonjalyubomirsky.com/subjective-happiness-scale-shs/.  A mean is 
computed for the four items after the 4
th
 item has been reverse coded.  The scale 
measures an individual’s subjective happiness as a global level state (Lyubomirsky & 
Lepper, 1999). 
Satisfaction with Life Scale 
The Satisfaction with Life Scale (SWLS) was retrieved from the University of 
Pennsylvania’s Positive Psychology website where it is described as a five item scale 
measuring global level and cognitive judgments of satisfaction with life on a 7 point 
Likert scale (http://www.ppc.sas.upenn.edu/lifesatisfactionscale.pdf).  The scale is one of 
the most popular for measuring life satisfaction as an aspect of wellbeing; loading on a 
single factor, it has also demonstrated high internal validity and test-rest reliability (Pavot 
& Diener, 2008).  Summed scores may range from a high of 31 - 35 which describes an 
individual who is very satisfied with life to a low of 5 – 9 which represents an individual 
who is very dissatisfied with life.  Scale items can also be averaged across Likert Scale 
responses (Athay, 2012). 
Subjective Vitality Scale  
Ryan and Frederick (1997) developed and tested a scale to measure the subjective 
experience of vitality described as “a positive feeling of aliveness and energy” across a 
number of experimental studies (p. 529).   Ryan and Frederick (1997) proposed a unique 




illness) and psychological factors (e.g. being in love versus experiencing alienation) and 
one that would serve as a significant predictor of subjective well-being (Ryan & 
Frederick, 1997).   
The scale used in the current study was taken from the SDT website.  Two 
versions, a 7 item and 5 item scale were tested with Cronbach’s alpha scores ranging 
from .85 (5 item) to .91 (7 item) scale (Nix et al., 1999).  Through confirmatory analysis, 
a 6 item version was demonstrated to be the most effective, however, and is employed in 
the current study (Bostic, Rubio & Hood, 2000).  The scale may be scored by averaging 
the individual item scores.  
Positive and Negative Affect Schedule 
The Positive and Negative Affect Shedule (PANAS) was taken from the 
Therapist's Guide to Positive Psychological Interventions (Magyar-Moe, 2009). Scores 
for PA and NA, which are considered distinct construct, are typically obtained by 
summing responses and interpreting higher scores on the PA as more positive affect and 
high scores on the NA as more negative.  In order to ensure consistency with other scales 
in the current study, composite scores for PA and NA were averaged across items instead.  
Relatedness 
The construct relatedness where it referred to other guests was modified from the 
Basic Need Satisfaction at Work scale from the Basic Psychological Needs Scales packet 
on the SDT website. Four of the questions best suited to the health resort context, along 
with minor modifications were used.  Four questions intended to measure the extent to 
which other guests contributed to respondents’ sense of interest, motivation and overall 




(autonomy, competence and relatedness) in the pre and post comparison were adapted 
from the 9 item (3 items per subscale)  
Autonomy Support, Autonomous Self-Regulation and Perceived Competence 
The constructs autonomy support, autonomous self-regulation and perceived 
competence with respect to diet and exercise are from the Health-Care, Self-
Determination Theory Questionnaire Packet posted on the SDT website.  The Health 
Care Climate Questionnaire (HCCQ), Treatment Self-Regulation Questionnaire (TSRQ), 
and Perceived Competence Scales (PCS) were taken verbatim or adapted slightly with 
respect to diet and exercise.  In each instance, short versions of scale were selected (e.g. 8 
item rather than 15 item scales) to minimize the overall length of the survey.  
The 6-item version of the HCCQ for diet and exercise were reproduced verbatim.  
Scores represent the average of the four items per behavior. The short 8-item version for 
TSRQ with 4 items measuring autonomous motivation and 4 controlled motivation is 
used in the current survey.  Amotivation, which is included in the long version, was not 
included as travelling to a wellness facility suggests at least some motivation, or at least 
the absent of apathy, with respect to associated activities.   
Finally, PCS is a 4 item scale per activity (i.e. diet and exercise) with individual 
scores representing the averaged total higher scores greater perceived competence for 
each activity.  While subscale scores may be reported separately, a Relative Autonomous 
Motivation Index can also be formed by subtracting the average for controlled motivation 




Mindful Attention Awareness Scale (MAAS) 
The construct mindfulness is measured using the Mindful Attention Awareness 
Scale (MAAS) also taken from the SDT website.  This 15 item scale is scored by 




APPENDIX E: PRE-VISIT SURVEY 
 
 
This survey should take no more than 10 minutes to complete.  Your participation is 
completely voluntary and you may discontinue filling out the survey at any time. 
 
You are being asked to participate in this survey study because you are a health resort 
guest and thus represent the population under consideration.   The purpose of this 
study is to consider the role of a health resort in enhancing wellbeing from guests’ 
perspective.   
Responses are collected on behalf of University of South Carolina researchers and 
completed surveys will not be reviewed by health resort staff.  Survey study results are 
also reported in the aggregate and all responses will remain anonymous.   
 
This study is being conducted by Karen Irene Thal under the supervision of Dr. Simon 
Hudson, Director and Endowed Chair of the Center of Economic Excellence in Tourism 
and Economic Development at the University of South Carolina.  If you have any 
questions, please contact Ms. Thal at (843) 324-1838 or thal@email.sc.edu. 
 
Please note that by entering your 3-digit code you are indicating you willingness to 
participate in this survey 
 
YOUR PARTICIPATION IS VERY MUCH APPRECIATED!  THANK YOU! 
This research has been reviewed and approved by the Human Research Protections Program at the 
University of South Carolina.   
 
YOU MUST ENTER A 3 DIGIT CODE BEFORE 
PROCEEDING 
 
Please enter the 3 digit code assigned to protect your anonymity in the data 
collection process: 





PART 1:  OVERALL WELLBEING 
 
Please respond to each statement by indicating how true it is for you in the course of 
your daily life.  Use the following scale. 
 
 Not at all Somewhat true Very true 
1. In my daily life, I feel free to be 
who I am. 1 2 3 4 5 6 7 
2. In my daily life, I feel like a 
competent person. 1 2 3 4 5 6 7 
3. In my daily life, I feel loved and 
cared about.   1 2 3 4 5 6 7 
4. In my daily life, I often feel 
inadequate or incompetent. 1 2 3 4 5 6 7 
5. In my daily life, I have a say in 
what happens, and I can voice my 
opinion. 
1 2 3 4 5 6 7 
6. In my daily life, I often feel a lot of 
distance in my relationship with 
others.  
1 2 3 4 5 6 7 
7. In my daily life, I feel very capable 
and effective. 1 2 3 4 5 6 7 
8. In my daily life, I feel closeness and 
intimacy. 1 2 3 4 5 6 7 
9. In my daily life, I feel controlled 
and pressured to be certain ways. 1 2 3 4 5 6 7 
 
Below are five statements with which you may agree or disagree. Using the scale 
below, indicate your agreement with each item by selecting the appropriate number. 





 Neutral  
Strongly 
agree 
 1. In most ways my life is close to my 
ideal. 





 2. The conditions of my life are 
excellent. 
1 2 3 4 5 6 7 
 3. I am satisfied with life. 1 2 3 4 5 6 7 
4. So far I have gotten the important 
things I want in life. 
1 2 3 4 5 6 7 
 5. If I could live my life over, I would 
change almost nothing. 
1 2 3 4 5 6 7 
 
For each of the following statements, please select the most appropriate response 
using the corresponding number. 
 











1 2 3 4 5 6 7 










1 2 3 4 5 6 7 
3. Some people are generally very 
happy. They enjoy life regardless of 
what is going on, getting the most 
out of everything. To what extent 





  Somewhat   
A great 
deal 
1 2 3 4 5 6 7 
4. Some people are generally not very 
happy. Although they are not 
depressed, they never seem as 
happy as they might be. To what 





  Somewhat   
A great 
deal 






Please respond to each of the following statements in terms of how you are feeling 












 1. At this moment, I feel alive and 
vital. 
1 2 3 4 5 6 7 
 2. Currently I feel so alive I just want 
to burst. 
1 2 3 4 5 6 7 
 3. At this time, I have energy and spirit. 1 2 3 4 5 6 7 
 4. I am looking forward to each new 
day. 
1 2 3 4 5 6 7 
 5. At this moment, I feel alert and 
awake. 
1 2 3 4 5 6 7 
 6. I feel energized right now.  
1 2 3 4 5 6 7 
 
The following consists of a number of words that describe different feelings and 
emotions. Read each item and then list the number from the scale below next to each 
word.  
 
Indicate to what extent you have felt this way over the past week. 
 
 
Not at all 
Very 
slightly 
A little Moderately Quite a bit Quite a lot Extremely 
1 
2 3 4 5 6 7 
 
 
_________ 1. Interested  _________ 11. Irritable 
_________ 2. Distressed  _________ 12. Alert 
_________ 3. Excited  _________ 13. Ashamed 





_________ 5. Strong  _________ 15. Nervous 
_________ 6. Guilty  _________ 16. Determined 
_________ 7. Scared  _________ 17. Attentive 
_________ 8. Hostile  _________ 18. Jittery 
_________ 9. Enthusiastic  _________ 19. Active 





PART 5: FREQUENCY AND DEMOGRAPHICS  
 
Over the past 5 years, approximately how many times have you stayed at a health 
resort?____ 
 
1) Please enter your age:_____________________________________________ 
 
2) Please list your US zip code (or home 
country):________________________________ 
 
3) Please indicate your gender (circle the number):   1.  Female 2. 
 Male 
 
4) Please indicate (by circling the corresponding number) your relationship 
status?    
1. Single 2.  Married/Living with a partner 3. Widowed/Divorced/Separated 
5) Please indicate the highest level of education you have completed (circle the 
number):   
1.High school degree or equivalent  2. Some college or Associates degree 




6) Please indicate your ethnic group (by circling the corresponding number): 
1. Caucasian     2. African-American 
3. Hispanic/Latino      4. American Indian 
5. Multiracial    6. Other _____________ 
7) Please indicate your total annual household income before taxes (circle the 
number):   
1. Less than $40,000    
2. $40,001-$60,000      
3. $60,001-80,000    
4. $80,001-$100,000    
5. $100,001-$150,000      
6. $150,001 - $200,000               
7. $200,001 to $300,000  
8. $300,001 or above       
 




APPENDIX F: POST-VISIT SURVEY 
 
This survey should take no more than 20 minutes to complete.  Your participation is 
completely voluntary and you may discontinue filling out the survey at any time. 
You are being asked to participate in this survey study because you are a health resort 
guest and thus represent the population under consideration.   The purpose of this 
study is to consider the role of a health resort in enhancing wellbeing from guests’ 
perspective.   
Responses are collected on behalf of University of South Carolina researchers and 
completed surveys will not be reviewed by health resort staff.  Survey study results are 
also reported in the aggregate and all responses will remain anonymous.   
This study is being conducted by Karen Irene Thal under the supervision of Dr. Simon 
Hudson, Director and Endowed Chair of the Center of Economic Excellence in Tourism 
and Economic Development at the University of South Carolina.  If you have any 
questions, please contact Ms. Thal at (843) 324-1838 or thal@email.sc.edu. 
Please note that by entering your 3-digit code you are indicating you willingness to 
participate in this survey 
 
YOUR PARTICIPATION IS VERY MUCH APPRECIATED!  THANK YOU! 
This research has been reviewed and approved by the Human Research Protections Program at the  
University of South Carolina. 
 
YOU MUST ENTER A 3 DIGIT CODE BEFORE 
PROCEEDING 
 
Please enter the 3 digit code assigned to protect your anonymity in the data 
collection process: 




PART 1: YOUR STAY AT THE HEALTH RESORT 
Please respond to each statement by indicating how true it is for you.  Use the 
following scale. 
 Not at all Somewhat true Very true 
10. When I am at the health resort, I 
feel free to be who I am. 1 2 3 4 5 6 7 
11. When I am at the health resort, I 
feel like a competent person. 1 2 3 4 5 6 7 
12. When I am at the health resort, I 
feel appreciated and cared about.   1 2 3 4 5 6 7 
13. When I am at the health resort, I 
often feel inadequate or 
incompetent. 
1 2 3 4 5 6 7 
14. When I am at the health resort, I 
have a say in what happens, and I 
can voice my opinion. 
1 2 3 4 5 6 7 
15. When I am at the health resort, I 
often feel a lot of distance in my 
relationship with others.  
1 2 3 4 5 6 7 
16. When I am at the health resort, I 
feel very capable and effective. 1 2 3 4 5 6 7 
17. When I am at the health resort, I 
feel closeness and intimacy. 1 2 3 4 5 6 7 
18. When I am at the health resort, I 
feel controlled and pressured to be 
certain ways. 






Please rate each item considering how true it is of your experiences interacting with 
other guests.  
 
 
Not at all Somewhat true Very true 
1. I really like the other guests I 
interact with. 1 2 3 4 5 6 7 
2. I get along with the other guests I 
interact with.  1 2 3 4 5 6 7 
3. I pretty much keep to myself and 
don't have a lot of contact with other 
guests.  
1 2 3 4 5 6 7 
4. I consider the other guests to be my 
friends. 1 2 3 4 5 6 7 
5. Other guests make the stay more 
fun. 1 2 3 4 5 6 7 
6. I would prefer private sessions with 
fewer interruptions from other 
guests.  
1 2 3 4 5 6 7 
7. The other guests help keep me 
motivated. 1 2 3 4 5 6 7 
8. The other guests make activities 
more interesting. 1 2 3 4 5 6 7 
Please answer each of the following questions according to what really reflects your 
experience at the health rest rather than what you think your experience should be. 
Please treat each item separately from every other item.   
Please indicate how frequently or infrequently you experienced each of these while 











 Almost never 
1. I could be experiencing some emotion 
and not be conscious of it until sometime 
later. 
1 2 3 4 5 6 7 
2. I break or spill things because of 
carelessness, not paying attention, or 
thinking of something else. 
1 2 3 4 5 6 7 
3. I find it difficult to stay focused on 
what’s happening in the present. 
1 2 3 4 5 6 7 
4. I tend to walk quickly to the next 
activity without paying attention to what 
I experience along the way.  
1 2 3 4 5 6 7 
5. I tend not to notice feelings of 
physical tension or discomfort until they 
really grab my attention. 
1 2 3 4 5 6 7 
6. I forget guests’ names almost as soon 
as I’ve been told it for the first time.  
1 2 3 4 5 6 7 
7. It seems I am “running on automatic,” 
without much awareness of what I’m 
doing.  
1 2 3 4 5 6 7 
8. I rush through activities, not being 
attentive to them. 
1 2 3 4 5 6 7 
9. I get so focused on the goal I want to 
achieve that I lose touch with what I’m 
doing right now to get there. 
1 2 3 4 5 6 7 
10. I perform activities or tasks 
automatically, without being aware of 
what I'm doing.  
1 2 3 4 5 6 7 
11. I find myself listening to someone 
with one ear, doing something else at the 
same time. 
1 2 3 4 5 6 7 
12. I operate on ‘automatic pilot.’ 1 2 3 4 5 6 7 
13. I find myself preoccupied with the 
future or the past.  
1 2 3 4 5 6 7 
14. I find myself doing things without 
paying attention.  
1 2 3 4 5 6 7 
15. I snack without being aware that I’m 
eating. 




PART 2: DIET  
 
The following questions contain items about diet and the lecturers and health resort 
staff as a group.  Health resorts have different styles in dealing with guests and we 
would like to know very specifically about your experiences at this resort. Your 
responses will be kept confidential, so none of the staff will see your responses. 





 Neutral   
Strongly 
agree 
1. I feel that the health resort staff have 
provided me with choices and options 
about changing my diet (including not 
changing). 
1 2 3 4 5 6 7 
2. I feel the health resort staff understand 
how I see things with respect to my 
diet. 
1 2 3 4 5 6 7 
3. The health resort staff convey 
confidence in my ability to make 
changes with respect to my diet. 
1 2 3 4 5 6 7 
4. The health resort staff listen to how I 
would like to do things regarding my 
diet 
1 2 3 4 5 6 7 
5. The health resort staff encourage me 
to ask questions about my diet. 
1 2 3 4 5 6 7 
6. The health resort staff try to 
understand how I see my diet before 
suggesting any changes.  
1 2 3 4 5 6 7 
 
 
Please indicate the extent to which each statement is true for you, assuming that you 
are intending to permanently improve your diet or to maintain a healthy diet going 











1. I feel confident in my ability to 
maintain a healthy diet. 
1 2 3 4 5 6 7 
2. I now feel capable of maintaining a 
healthy diet. 
1 2 3 4 5 6 7 
3. I am able to maintain a healthy diet 
permanently. 
1 2 3 4 5 6 7 
4. I am able to meet the challenge of 
maintaining a healthy diet. 





Different people have different reasons for following a healthy diet, and we want to 
know how true each of the following reasons is for you.  First, please indicate how 




Not at all   
Somewhat 
true 
  Very true 
1. Before coming to the health resort, I 
always followed a healthy diet.  
1 2 3 4 5 6 7 
 
Please indicate how true each reason is using the following scale.  All 12 responses 










1. Because I feel that I want to take 
responsibility for my own health. 
1 2 3 4 5 6 7 
2. Because I would feel guilty or ashamed 
of myself if I did not eat a healthy diet. 
1 2 3 4 5 6 7 
3. Because I personally believe it is the best 
thing for my health. 
1 2 3 4 5 6 7 
4. Because others would be upset with me if 
I did not. 
1 2 3 4 5 6 7 
5. Because I have carefully thought about it 
and believe it is very important for many 
aspects of my life. 
1 2 3 4 5 6 7 
6. Because I would feel bad about myself if 
I did not eat a healthy diet. 
1 2 3 4 5 6 7 
7. Because it is an important choice I really 
want to make. 
1 2 3 4 5 6 7 
8. Because I feel pressure from others to do 
so. 
1 2 3 4 5 6 7 
9. Because it is consistent with my life 
goals. 
1 2 3 4 5 6 7 
10. Because I want others to approve of me.  1 2 3 4 5 6 7 
11. Because it is very important for being as 
healthy as possible. 
1 2 3 4 5 6 7 







PART 3: EXCERCISE 
 
The following questions contain items that are related to exercise and the lecturers, 
fitness instructors, and health resort staff as a group.  Health resorts have different 
styles in dealing with guests and we would like to know very specifically about your 
experiences at this resort. Your responses will be kept confidential, so none of the 











1. I feel that the health resort staff 
provided me with choices and options 
about exercising regularly (including 
not exercising regularly). 
1 2 3 4 5 6 7 
2. I feel the health resort staff understand 
how I see things with respect to 
exercising regularly. 
1 2 3 4 5 6 7 
3. The health resort staff convey 
confidence in my ability to make 
changes regarding exercising regularly. 
1 2 3 4 5 6 7 
4. The health resort staff listen to how I 
would like to do things while 
exercising. 
1 2 3 4 5 6 7 
5. The health resort staff encourage me to 
ask questions about exercising.  
1 2 3 4 5 6 7 
6. The health resort staff try to 
understand how I see exercising before 
suggesting any changes.  






Please indicate the extent to which each statement is true for you, assuming that you 
are intending to maintain your exercise routine or start a regular routine going 











1. I feel confident in my ability to 
exercise regularly. 
1 2 3 4 5 6 7 
2. I now feel capable of exercising 
regularly. 
1 2 3 4 5 6 7 
3. I am able to exercise regularly over 
the long term. 
1 2 3 4 5 6 7 
4. I am able to meet the challenge of 
exercising regularly.  
1 2 3 4 5 6 7 
 
Different people have different reasons for following an exercise routine, and we 
want to know how true each of the following reasons is for you.  First, please 









  Very true 
1. Before coming to the health resort, I 
always exercised regularly.   
1 2 3 4 5 6 7 
 















  Very true 
1. Because I feel that I want to take 
responsibility for my own health. 
1 2 3 4 5 6 7 
2. Because I would feel guilty or 
ashamed of myself if I did not 
exercise regularly.  
1 2 3 4 5 6 7 
3. Because I personally believe it is the 
best thing for my health. 
1 2 3 4 5 6 7 
4. Because others would be upset with 
me if I did not. 
1 2 3 4 5 6 7 
5. Because I have carefully thought 
about it and believe it is very 
important for many aspects of my 
life. 
1 2 3 4 5 6 7 
6. Because I would feel bad about 
myself if I did not exercise regularly. 
1 2 3 4 5 6 7 
7. Because it is an important choice I 
really want to make. 
1 2 3 4 5 6 7 
8. Because I feel pressure from others 
to do so. 
1 2 3 4 5 6 7 
9. Because it is consistent with my life 
goals. 
1 2 3 4 5 6 7 
10. Because I want others to approve of 
me.  
1 2 3 4 5 6 7 
11. Because it is very important for 
being as healthy as possible. 
1 2 3 4 5 6 7 
12. Because I want others to see I can 
do it. 






PART 4:  FOLLOWING YOUR STAY 
 
The following consists of a number of words that describe different feelings and 
emotions. Read each item and then list the number from the scale below next to each 
word.   
 
Indicate to what extent you have felt this way over the past week(s) at the health 
resort. 
 
Not at all 
Very 
slightly 
A little Moderately Quite a bit Quite a lot Extrmly 
1 2 3 4 5 6 7 
       
_________ 1. Interested  _________ 11. Irritable 
_________ 2. Distressed  _________ 12. Alert 
_________ 3. Excited  _________ 13. Ashamed 
_________ 4. Upset  _________ 14. Inspired 
_________ 5. Strong  _________ 15. Nervous 
_________ 6. Guilty  _________ 16. Determined 
_________ 7. Scared  _________ 17. Attentive 
_________ 8. Hostile  _________ 18. Jittery 
_________ 9. Enthusiastic  _________ 19. Active 






Following your stay at the health resort, please indicate the extent to which each 




 Ntrl  
Strongly 
agree 
1. I am better able to cope with life’s 
ups and downs. 
1 2 3 4 5 6 7 
2. I am more capable of handling life’s 
challenges. 
1 2 3 4 5 6 7 
3. I feel less confident as an individual. 1 2 3 4 5 6 7 
4. I feel more in control of my life in 
general.  1 2 3 4 5 6 7 
 
Please respond to each of the following statements in terms of how you are feeling 












 1. At this moment, I feel alive and vital. 1 2 3 4 5 6 7 
 2. Currently I feel so alive I just want to 
burst. 
1 2 3 4 5 6 7 
 3. At this time, I have energy and spirit. 1 2 3 4 5 6 7 
4. I am looking forward to each new day. 
1 2 3 4 5 6 7 
 5. At this moment, I feel alert and awake. 
1 2 3 4 5 6 7 
 6. I feel energized right now.  






PART 5:  IN GENERAL 
 
Below are five statements with which you may agree or disagree. Using the scale 
below, indicate your agreement with each item by selecting the appropriate number. 





 Neutral  
Strongly 
agree 
 1. In most ways my life is close to my 
ideal. 
1 2 3 4 5 6 7 
 2. The conditions of my life are 
excellent. 
1 2 3 4 5 6 7 
 3. I am satisfied with life. 1 2 3 4 5 6 7 
4. So far I have gotten the important 
things I want in life. 
1 2 3 4 5 6 7 
  5. If I could live my life over, I would 
change almost nothing. 
1 2 3 4 5 6 7 
 
 
For each of the following statements, please select the most appropriate response 
using the corresponding number. 
 
 
1. In general, I consider myself: 










1 2 3 4 5 6 7 




  Neutral   More 
happy 





3. Some people are generally very 
happy. They enjoy life regardless 
of what is going on, getting the 
most out of everything. To what 





  Somewhat   
A great 
deal 
1 2 3 4 5 6 7 
4. Some people are generally not very 
happy. Although they are not 
depressed, they never seem as 
happy as they might be. To what 





  Somewhat   
A great 
deal 
1 2 3 4 5 6 7 
 
Please indicate length of stay for your current visit at the health resort: 
 
 
_______________________ Weeks  / _____________________ Days 
 
 
Please indicate whether or not you would be willing to participate in a follow-up survey 6 











APPENDIX G: PRIOR VISITS, AGE GROUPS AND LENGTH OF STAY 
 
 
Figure G.1: Prior Visits 
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Not at all Somewhat
true
Very true
Before coming to the health resort,  
I always followed a healthy diet. 












Not at all Somewhat
true
Very true
Before coming to the health resort,  




APPENDIX I: CONSTRUCT MEANS 
Table I.1: Construct Means 
 
 
Constructs N Min Max Mean 
Std. 
Dev. 
Auto self-regulation (Diet) 204 4.67 7.00 6.52 0.57 
Auto self-regulation (Exercise) 204 4.33 7.00 6.62 0.58 
Auto supportive env. (Diet) 204 2.67 7.00 6.02 0.99 
Auto supportive env. (Exercise) 204 1.33 7.00 5.89 1.23 
Competence (Diet) 204 2.50 7.00 5.44 0.96 
Competence (Exercise) 204 3.25 7.00 6.03 0.93 
Happiness 204 1.75 7.00 5.50 1.14 
Mindfulness 204 2.07 6.80 5.04 0.94 
Negative Affect 204 1.00 5.00 1.56 0.57 
Positive Affect 204 3.40 7.00 5.88 0.72 
Relatedness 204 2.50 7.00 5.98 0.85 
Satisfaction with Life 204 1.40 7.00 5.34 1.21 






APPENDIX J: TEST OF MULTICOLLINEARITY AMONG VARIABLES 






Relatedness 1 .288 3.471 
Relatedness 2 .375 2.670 
Relatedness 3 .394 2.540 
Exercise and Autonomy Support 1 .207 4.823 
Exercise and Autonomy Support 2 .210 4.756 
Exercise and Autonomy Support 3 .305 3.278 
Diet and Autonomy Support 1 .202 4.940 
Diet and Autonomy Support 2 .137 7.323 
Diet and Autonomy Support 3 .245 4.082 
Exercise and Autonomous Regulation 1 .277 3.610 
Exercise and Autonomous Regulation 3 .233 4.283 
Diet and Autonomous Regulation 1 .385 2.594 
Diet and Autonomous Regulation 2 .305 3.281 
Diet and Autonomous Regulation 3 .337 2.969 
Exercise and Competence 1 .236 4.244 
Exercise and Competence 1 .287 3.481 
Exercise and Competence 1 .254 3.937 
Exercise and Competence 1 .207 4.820 
Diet and Competence 1 .300 3.337 
Diet and Competence 2 .283 3.534 
Diet and Competence 3 .384 2.605 
Overall Competence 1 .322 3.105 
Overall Competence 2 .201 4.975 





APPENDIX K: STANDARDIZED FACTOR LOADINGS 
Table K.1: Standardized Factor Loadings 
 
 
Model 1A  Model 1B  Model 2   
Autonomy Support  Mindfulness  
DAS1 .89 EAS1 .93 MI1 .78 
DAS2 .96 EAS2 .92 MI2 .89 
DAS3 .87 EAS3 .86 MI3 .80 
Autonomous Self-Regulation  Autonomous Self-Regulation  
DASR1 .80 DASR1 - DASR1 .74 
DASR2 .84 DASR2 - DASR2 .77 
DASR3 .80 DASR3 - DASR3 .81 
EASR1 - EASR1 .81 EASR1 .78 
EASR2 - EASR2 .82 EASR2 .84 
EASR3 - EASR3 .93 EASR3 .87 
Competence (Diet or Exercise) Overall Competence 
DC1 .88 EC1 .90 OAC1 .90 .89* 
DC2 .84 EC2 .85 OAC2 .98 .98* 
DC3 .76 EC3 .85 OAC3 .33 - 
DC4 .82 EC4 .90 OAC4 .74 .72* 
Guest Relatedness  
GR1 .92 GR1 .93 GR1 .94 
GR2 .76 GR2 .76 GR2 .75 
GR3 .79 GR3 .79 GR3 .78 
Wellbeing  
PA .75 .76* PA .75 .76* PA .75 .76* 
SWLS .40 - SWLS .40 - SWLS .37 - 
SHS .79 .53* SHS .79 .53* SHS .54 .50* 
SVS .87 .88* SVS .87 .88* SVS .88 .86* 





APPENDIX L: REGRESSION COEFFICIENTS 
Table L.1: Regression Coefficients for Vitality and Positive Affect study Model 1 
 
 
Vitality - Regression Coefficients 
 
Unstandardized  Standardized 
t Sig. B SE Beta 
F(4,199) = 39.281, p < .001 R
2
= .430 
Autonomy (Diet) .220 .041 .302 5.382 .000* 
Autonomous self-regulation (Diet) .374 .097 .238 3.870 .000* 
Competence (Diet) .281 .057 .299 4.909 .000* 
Relatedness (Diet) .143 .059 .134 2.443 .015 
F(4,199) = 20.939, p < .001 R
2
= .282 
Autonomy (Exercise) .241 .058 .266 4.121 .000* 
Auto self-regulation (Exercise) .330 .108 .211 3.064 .002 
Competence (Exercise) .192 .066 .199 2.895 .004 
Relatedness (Exercise) .131 .068 .122 1.920 .056 
 Positive Affect - Regression Coefficients  
 
Unstandardized  Standardized 
t Sig. B SE Beta 
F(4,199) = 21.513, p < .001 R
2
= .340 
Autonomy (Diet) .096 .035 .166 2.751 .006 
Autonomous self-regulation (Diet) .293 .083 .234 3.544 .000* 
Competence (Diet) .207 .049 .277 4.225 .000* 
Relatedness (Diet) .176 .050 .207 3.515 .001 
F(4,199) = 27.138, p < .001 R
2
= .288 
Autonomy (Exercise) .077 .046 .107 1.659 .099 
Auto self-regulation (Exercise) .305 .085 .245 3.578 .000* 
Competence (Exercise) .188 .053 .245 3.569 .000* 
Relatedness (Exercise) .174 .054 .205 3.229 .001 




Table L.2: Regression Coefficients for Vitality and Positive Affect study Model 2 
 
 
Vitality - Regression Coefficients 
 
Unstandardized  Standardized 
t Sig. B SE Beta 
F(4,199) = 28.537, p < .001 R
2
= .352 
Mindfulness (Diet) .072 .060 .075 1.207 .229 
Auto self-regulation (Diet) .421 .103 .267 4.088 .000* 
Competence (Diet) .306 .064 .325 4.808 .000* 
Relatedness (Diet) .188 .062 .175 3.029 .003 
F(4,199) = 20.487, p < .001 R
2
= .277 
Mindfulness (Exercise) .159 .060 .167 2.656 .009 
Auto self-regulation (Exercise) .239 .059 .264 4.070 .000* 
Competence (Exercise) .419 .098 .268 4.271 .000* 
Relatedness (Exercise) .125 .068 .116 1.821 .070 
Positive Affect - Regression Coefficients  
 
Unstandardized  Standardized 
t Sig. B SE Beta 
F(4,199) = 24.338, p < .001 R
2
= .315 
Mindfulness (Diet) .010 .049 .014 .212 .833 
Auto self-regulation (Diet) .318 .084 .254 3.772 .000* 
Competence (Diet) .225 .052 .301 4.328 .000* 
Relatedness (Diet) .198 .051 .232 3.905 .000* 
F(4,199) = 18.098, p < .001 R
2
= .252 
Mindfulness (Exercise) .078 .049 .103 1.610 .109 
Auto self-regulation (Exercise) .088 .048 .122 1.850 .066 
Competence (Exercise) .418 .079 .336 5.260 .000* 
Relatedness (Exercise) .172 .055 .203 3.116 .002 
*Statistically significant at the p < .001  level 
